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requiresPrior Authorization.
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ORAL AGENTS

DOXYCYCLINE MONOHYDRATE 50MG, DOMG
CAPS

DOXYCYCLINE MONOHYDRATE SUSP
25MGHML

MINOCYCLINE 50MG 100MG CAPS

| SOTRETI CAPI NA
(AMNESTEEM, CLARAVIS, MYORISAN)

TOPICAL ANTI -INFECTIVES

BENZOYL PEROXIDE PRODUCTS
BENZOYL PEROXI DE A
2.5%5%, 10%G,

5%, 6%,7%, 10%CL;

10%LC;

5%,10%L;

5.3%,9.5% F

ACNE AGENTS

Adoxa®* (doxycycline monohydrate)50mg tab
Doryx (doxycycline hyclate) tabs

Doxycycline 50mg, 75mg, 100mg, 150mg tabs
Doxycycline 75mg, 150mg caps

Oracea® (doxycycline monohydrate) 40 mg cap
Vibramycin®* (doxycycline hyclate) 100 mg cap
Vibramycin®* (doxycycline hyclate) suspension

Vibramycin® (doxycycline calcium) syrup

All other brands

Eryped® (erythromycin etHguccinate)
Erythrocin (erythromycin stearate)

PCE Dispertab® (erythromycin base)
All other brands

Minocycline 50mg, 75mg, 100mg tabs
Solodyr?FD (minocycline) tabs ER

E.E.S® (erythromycin ethylsuccinate)
ErypecfFD (erythromycin ethylsuccinate)

ERY-TAB® (erythromycin base, delayed release)

Erythrocin (erythromycin stearate)
Erythromycin Based

Erythromycin EthylsuccinateE.E.S.®, Erype(@)

PCE Disperta@ (erythromycin base)
Tetracycline 250mg, 500mg cap
Absorica® (isotretinoin) capsules
Zenatane cap (ismgntinoin)

All other brands

Benzepro 5.3%, 9.8% F; 6% P; 7% CL

PanoyIG; 10% B 4% CL
All other brands
Cleocin T®* (clindamycin)1% S, P, L, G

All other brands

Non-preferred doxycycline/minocycline products: patient has had a
documented side effect, allergy, or treatment failure witheferred
doxycyclineminocycline. If a product has an AB rated generic, the trial mu
be the geeric formulation.

Oracea: patient has a diagnosis of Rosacea AND patient has had a documen
side effect, allergy, or treatment failure withth a preferredoxycyclineand
minocycline.

Vibramycin Suspension, Syrup:patient has a medical necessity fdiqaid
dosage formrAND a documented failure of preferred doxycycline suspensio

Erythromycin products: patient has had a documented side effect or treatme
failure with at least twapreferred produst

Tetracycline products: patient has had a documentde effect, allergy, or
treatment failure witfat least two preferred products.

Absorica/Zenatane:patient has had a documented side eftdktrgy, or
treatment failure with at least two isotretinoin preferred products.

Single ingredient products: patient has had a documented sidectf allergy, or
treatment failure withwo preferredproducts including one from the same su
category, if there is one availabla product has an AB rated generic, there
must have been a trial of the generic.

Combination products: patient has had @documented side effect, allergy, or
treatment failure with generic erythroymycin/benzoyl peroxide. (If a produc
has an AB rated generic, there must have been a trial of the generic.) ANI
patient has had a documented side effect or treatment failure drinedion
therapy with the separate generic ingredients of the requested combinatio
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CLINDAMYCIN PRODUCTS
CLINDAMYCIN 1% S, G, L, FFA

ERYTHROMYCIN PRODUCTS
ERYTHROMYCIN 2% S, G, PA

SODIUM SULFACETAMIDE PRUCTS
All Products Require PA

COMBINATION PRODUCTS

ERYTHROMYCI N / BENZOYL
OTHER

C=cream,CL=cleanser, E=emulsion F=Foam,
G=gel, L=lotion,O=0intment, P=pads,
S=solution, W=wash, B=bar

TOPICAL - RETINOIDS

product, if applicable.

Azelex: the diagnosis or indication is acne AND patient has had a documente
side effect, allergy, or treatment failure with two generic topicalinféctive
agents (benzoyl peroxide, clindamycin, erythromycin, erythroymcin/benzo
peroxide, )

Limitations: Kits with nondrug products are not covered

Erygel®* (erythromycin 2% G)
All other brands

Klaron®* (sodium sulfacetamide 10% L
Sodium Sulfacetamid&0%LA

All other brands Onexton: Prior authorization and be available to the few patients who are un:

to tolerate or whdvave failed on preferred medications.

Benzaclin® (clindmycin/benyoyl peroxide)

AzeleX® (azelaic acid 20%C)
DUAC® (clindamycin/benzoyl peroxide) gel

Benzamycin®* (erythromycin/benzoyl peroxide)

Onextor? (clindamycin/benzoyl peroxide)
Sodium Sulfacetamide/Sulfi@L, C, P, EA
Sodium Sulfacetamide/Sulfw A

Sumaxin® (sulfacetamide/sulflr,P,W)
Rosula®* (sulfacetamide/sulflt, W)
All other brands

Aczone® (dapsone 5% G)

All other brands any topical acne aimfective
medication

TRETINOINA(specific criteria required for ages <10 All brand tretinoin products (Atralin® 0.05% G, Retir Brand name tretinoin products and generic tretinoin microsphere:diagnosis

or >34) 0.025%, 0.05%, 0.1%; 0.01%, 0.025%6
AVITA® (tretinoin)
FABIOR® (tazarotene 0.1% F)
TAZORAC® (tazarotene) 0.1%, G

C=cream,G=gel

A®*, Retin-A Micro®
0.1%, 0.04%, etc.)

or indication is acne vulgaris, actinic keratosis, or rosacea AND patient ha
a documented side effect, allergy, matment failure with a preferred generic
topical tretinoin product. If a product has an AB rated generic, the trial mu
the generic formulation.

Tretinoin
0.1%, 0.04%

mi cr os p-ARicra®) ( Differin (brand) and adapalene (generic): diagnosis or indication is acne vulg
actinic keratsis, or rosacea AND patient has had a documented side effec
allergy, or treatment failure with a preferred generic topical tretin@dyzt
AND the request is fohe brand product, the patiehas had a documented
intolerance to a generic adapalenedoa.

Tretinoin (age < 10 or > 34): diagnosis or indication is acne vulgaris, actinic

adapaleneA (compare to I
Differin® (adapalene) 0.1%, G; L 0.3% G
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TOPICAL - ROSACEA

FINACEA® (azelaic acid) 15%, F
METRONIDAZOLEAQ.75%C, G, L

C=cream, EFoam, G=gel, L=lotion

SHORT/INTERMEDIATE ACTING STIMULANTS

DEXMETHYLPHENIDATEA (compar |
Focalir@)

METADATE ER® (compare to Ritaliff SR)
METHYLIN® (compare to Rital@) solution

METHYLPHENI DATE Riali® o
tablets chewable tablets

METHYLPHENI DATE S Ritalid
® SR)

AMPHETAMI NE/ DETROAMPH

(compare to Adder@)

Avage® (tazarotene) keratosis, or rosacea.

Renova® (tretinoin) Limitations:
Solage® (tretinoin/mequinol) Coverage of topical retinoid products will not be approved for cosmetic use
Tri-Luma® (tretinoin/hydroquinone/fluocinolonk) (wrinkles age spots, etc.) (i.e. Avage, Renova, Solagé,uma).

Veltin® (clindamycin/tretinan) G

I Not indicated for acne. Coverage of topical retinoid
products will not e approved for cosmetic use
(wrinkles, age spots, etc.).

Brand name metronidazole products, metronidazole 1% gel (generic)

All brand metronidazole products (MetroCre%m Rhofadeand Soolantra diagnosis or indication is roacea AND patient has

0.75%C, Metrogef® 1% G, MetroLotiorf®* 0.75%L, had a documented side effect, allergy eatment failure with a preferred
Noritaté® 1%C etc.) generic topical metronidazole product. If a product has an AB rated generi
Metroi dazolGeA 1% there must have also been a trial of the generic formulation.
Limitations : The use of Mirvaso (brimonidine topical gel) for treating skin
Rhofadé (oxymetazoline) 1%C rednesss considered cosmetic. Medications used for cosmetic purposes ¢

excluded from coverage. Mirvaso topical gel has not been shown to impre
any other symptom absacede.g. pustules, papules, flushing, etc) or to alte
the course of the disease.

Soolantr® (ivermectin)

ADHD AND NARCOLEPSY CATAPLEXY MEDICATIONS

Dextroamphetamine IR(Zenzedi 5 or 10mg, formerly Clinical Criteria for ALL non -preferred drugs: patient has a diagnosis of

Dexedrin®) ADD, ADHD or narcolepsy A® patient has been started and stabilized on
Evekeo® (amphetamine sulfate) requestg_d m_edication. (l\_lote: samples are not c_onsider_ed adequ_ate justifit
@ . for stabilization.) OR patient meets additional clinical criteria outlined belo
Focalin™ (dexmehylphenidate) Focalin, Adderall: the patient must have hadlacumented intolerance toe
Ritalin®+ (methylphenidate) preferredgenericequivalent.

Ritalin and Ritalin SR: patient has had a documented intolerance to the prefi

Ritalin SR (methylphenidate SR) equivalent. For Ritalin Skhis is Metadate ERFor Ritalin this is

‘ Adderal@* (amphetamine/dextroamphetamine) methylphenidatéablets
Desoxyﬁ@ (methamphetamine) Methamphetamineand Desoxyn:Given the high abuse potential of
methamphetamine and Desoxyn, the patient must have a diagnosis of AD
Dextroamphetamine sulfat ADHD or narcolepsy and have failed all preferred treatratternatives. In

addition, for approval of brand name Desoxyn, the patient hawe had a
documented intolerance to generic methamphetamine.
Methylphenidate solution: patient has a documented intolerance to Methylin
Procentr® (dextroamphetamine sulfate) 1 mg/ml oral solution.
solution Procentra, dextroamphetamine oral solution:patient has a medical necessity

Met hamphet ami ne A®)( compa
Methylphendate solution
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LONG ACTING STIMULANTS
Methylphenidate Products
Oral

FOCALIN® XR (dexmethylphenidate SR 24 HR
IR/ER, 50:50%)

METHYLPHENIDATE SA OSM IR/ER,

22: 78 %A ( c o mpPhauthorized gei@ncn
labeler code 00591 is only prafed form)
QUILLICHEW ER ™ (methylphenidate IR/ER,
30:70%) chewable tablets
Oral Suspension
QUILLIVANT XR ® (methylphenidate IR/ER,
20:80%)
QL =1 bottle (60ml, 120ml, 150ml)/30days
2 bottles (180ml)/30days

Transdermal

DAYTRANA ® (methylphenidate patchd( = 1
patch/day)

Amphetamine Products
Oral

ADDERALL XR®
(amphetamine/dextroamphetamine SR 24 HR,
IR/ER, 50:50%)

VYVANSE® (lisdexamfetamine}apsule, chewable
tablet
(QL =1 capor tab/day)

for an oral liquid dosage form(eg. Swallowing disorder). AND if the reques
is for Procentra, the patient has a documented intolerance to the generic
equivalent.

Dextroamphetamine IR, Zenzedi, Evekeothe patient has had a documented

sideeffect, allergy, or treatment failure oflagst 2 preferred agents.

Zenzed® (dextroamphetamine IR) 2.5 mg, 7.5 mg, 15
mg, 20 mg, 30 mg tablets

Clinical criterial for ALL non -preferred drugs:the patient has a diagnosis of
ADD, ADHD or narcolepsy AND has been started and stabilized on the
requested medication. (Note: samples are not considered adequate justifit
for stabilization) OR mes the additional clinical criteria outlined below.

Aptensio XR, Ritalin LA, and Methylphenidate CR, Methylphenidate SR 24
HR: patient has had a documented siffect, allergy, or treatment failure on
Focalin XR or Methylphenidate SR OSM. AND for approvbfeneric
methylphenidate CR or methylphenidate SRHR the patient must have had
a documented intolerance to the brand equivalent.

Concertaand nonrauthorized generic patient has had a documented intolerar
to authorizedyeneric Methylphenidate SASM.

Amphetamine/dextroamphetamineSR 24 HR (generic) dexmethylphenidate
SR 2 HR ER (generic): patient must have a documented intolerance to thi
brand name equivalent.

Adzenys XR ODT,Dexedrine CR, dextroamphetamine SR, Dyanavepatient
must have a docuented intolerance to one preferred amphetamine produc
For approval of brand Degene CR, the patient must also have a documen
intolerance to the generic equivalent.

Aptensi®XR (methylptenidate DR 24HR IR/.ER,
40:60%)

Concertgt@* (methylphenidate SA OSM IR/ER, 22:78%

Dexmet hyl pheni date SR 214

(compare to Focalin X@)
methylphenidate CR, IR/ER, 30:70% (compare to

Metadate CI@)

Methylphenidate S®OSM IR/ER,

22:78% (compre to Concerta®) (neauthorized
generic forms)

Met hyl pheni dat e
to Ritalin LA®)

Ritalin LA® (methylphenidateSR 24 HR, IR/ER, 50:50¢

SR 24 HF

AdzenysXR® ODT (amphetamin&R 24 HR, IR/ER,
50:50%)
(QL= 1 cap/day)
Amphetanne/dextroamphetamine SR 24 HR, IR/ER,
50: 50% A

(compare to Adderall X@)

Dyanavel™ suspension
(amphetamine/dextroamphetamine SR)
(QL=240ml/30days)

Dexedrine C®* (dextroamphetamine 24 hr SR)
Dextroamphetamine 4 hr SRA (compeée

to Dexedrine C@)



MISCELLANEOUS

ARMODAFINIL (compare to Nuvigf)
Qty Limit: 50mg = 2 tabs/day
150n9/200mg/250mg = 1 tab/day (max days supj
= 30 days)
ATOMOXETINE (compare to Strattera®fthorized
generic, labeler 6699is the only preferred form)
Qty limit:10, 18, 25 and 40 mg = 2
capsules/day
60, 80 and 100 mg = 1 capsule/day
FDA maximum recommeed dose = 10(
mg/day

GUANFACINE ER(Intuniv®)

Kapva)@ (clonidine extended release) Tablet
Qty limit = 4 tablets/day

MODAFINIL (compare to Provigcip?)
Qty limit: 100 mg = 1.5 tablets/day;200 mg = 2
tablets/day
Maximum Daily Dose = 400 mg
Max days spply = 30 days)

atomoxetine (compare to Strattera®) (rauthorized
generic forms)
Qty limit:10, 18, 25 and 40 mg = 2
capsules/day
60, 80 and 100 mg = 1 capsule/day
FDA maximum recommended dose = 1
mg/day
ClonidineER (compare to Kapv&y
Qty limit = 4 tabs/day
Nuvigil® (armodafinil)
Qty limit: 50 mg = 2 tablets/day; 150 mg/200 mg/250 r
= 1 tablet/day
Provigil® (modafinil)
Qty limit: 100 mg = 1.5 tablets/day;200 mg = 2
tablets/day
Maximum Daily Dose = 400 nm{iylax days supply = 30
days)
Intuniv® (guanfacine extended release) Tablet
Qty limit = 1 tablet/day

Stratter® (atomoxetine)

Qty limit:10, 18, 25 and 40 mg = 2 capsules/day
60, 80 and 100 mg = 1 capsule/day

FDA maximum recommended dose = 100 mg/day

Xyrem® (sodium oxybate) oral solution

Qty limit = 540 ml/30 days

Intuniv, Nuvigil, Provigil: patient must have a documented intolerance to the
generic equivalent.

Clonidine ER: patient must have had a documented intoleranbestod Kapvay.

Strattera and nonrauthorized generic: patient must have a documented
intolerance to authorized generic atomoxetine.

Limitations: Kapvay dosepacknot covered prescribemultiple strengths
individually.

ALLERGEN IMMUNOTHERAPY

Grastek®QL = 1 tablet/day)
Oralair®(QL = 1 tablet/day)
Ragwitek®(QL = 1 tablet/day)

Clinical Criteria

All agents in class

A Prescriber must provide the testing to show that the patient is allergic to tt
components in the prescribed therapy and must provide a clinically valid
rationale why sigle agent sublingual therapy is being chosen over
subcutaneous therapy

A Treatment must start 12 weeks before expected onset of pollen season ar
after confirmed by positive skin test or in vitro testing for pebpecific IgE
antibodies for shortagweed pollen (Ragwitek), timothy grass or cressctive
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CHOLINESTERASE INHIBITORS

DONEPEZI LA ( co Ryanlet@L %10
tablet/day)

EXELON® (rivastigmine) CapsuléL =2
capsules/day)

DONEPEZILODTA (compare to £
(QL = 1 tablet/day

RIVASTIGMINEA ( comp a r®e) capsae E x
(QL = 2 capsules/dgy

GALANTAMINE Atablet § (compare to Razad@])e
Tablet

GALANTAMINE ERAcapsule § (compare to
Razadyn® ER)

SOLUTION

grass pollens (Grastek), or any of thgr&ss species contained in Oralair
Have an auténjectable epinephrine emand

Grastek additional criteria: ) .
A Patient age O5 years and 065 year

Oralair additional criteria: ] .
A Patient age 010 years and 065 yea

Ragwitek additional criteria: .
A Patient age 018 years and 065 yea

ALPHA1-PROTEINASE INHIBITORS

Aralast NF®
Glassi:@
ProlastinC®

Zemair®
**Max imum days supply per fill for all drugs is 14
days**

Criteria for Approval: The indication for use is treatment of alphpfoteinase
inhibitor deficiencyassociated lung disease when all of the following criteri
are met: Patient's alphadntitrypsin ATT) concentration < 80 mg per dl [or <
11 micromolar] AND patient has obstructive lung disease as defined by a
forced expiratory volume in one second (FEV1) OF 86% of predicted or a
rapid decline in lung function defined as a change in FEV1 of >mil2@ear.
AND medication is being administered intravenously (inhalation
administration will not be approved) AND patient is a 1smmoker OR patient
meets above criteria except lung function has deteriorated beneath above
while on therapy.

ALZHEIMERG 3 - %$) #! 4) [ . 3

Avricept® (donepezil) TablefQL = 1 tablet/day)
Razadyn(e@ (galantamine) Tablet

Razadyne ER (galantamine) Capsule

AricepFFD ODT (donepezil)
(QL =1 tablet/day R
gal antamineA (compare

t

Razadyne Tablet, Razadyn&R Capsule: diagnosis or indication for the
requestednedication is Alzheimer's disease. AND patient has been startec
stabilized on the requested medication (Note: samplesoa@nsidered
adequate justification for stabilization) OR patibad a documented side
effect, allergy or treatment failure to donepezil and Exelon. AND if the pros
has an AB rated generic, the patient has a documented intolerance to the
generic.

Aricept: diagnosis or indication for the requested medication is Alzheimer's
disease. AND the patient has a documented intolerance to the generic prc

Galantamine Oral Solution: diagnosis or indication for the requested medicat
is Alzheimer's diseas AND patientas been started and stabilized on the
requested medication (Note: samples are not considered adequate justific
for stabilization) OR the patient had a documented side effect, allergy or
treatment failure to ExetoOral Solution

Rivastigmine Patch: the patient has as documented intolerance to brand Exel

Aricept ODT diagnosis or indication for the requested medication is Alzheime
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EXELON® (rivastigmine) Oral Solution

TRANSDERMAL I
Rivastigmire (compare to Exel&rpatch)

L = 1 patch/da:
EXELON® (rivastigmine transdermal) Patf@L = 1 @ P )

patch/day)

NMDA RECEPTOR ANTAGONIST
Namend® (memantine) Tablet

Namend® XR (memantine ER) Oral Capsule
(QL = 1 capsule/day)

MEMANTINE Tablets

NAMENDA® (memantine) Oral Solution
CHOLINESTERASE INHIBITOR/NMDA COMBINATION

Namzari® (donepezil/memantine) @aule (QL =1
capsule/day)

COX2 INHIBITORS

Clinical PA Required

N Celebre® (celecoxib)(QL = 2 capsules/day)
CELECOXIBA(QL = 2 caps/day)

ANALGESICS

MISCELLANEOUS: TOPICAL AND TRANSDERMAL PATCH
Lidocaine 3% Cream

Lidocaine 4% solution

Lidocaine 5% Ointment, Cream
Lidocaine/Prilocaine 2:2.5% Cream
Synera® (lidocaine/tetracaine) patch

Lidocaine
3 patches/day)
Lidodern® Patch (lidocaine 5 %L = 3 patches/day)

Qutenz@ Patch (capsaicin 8 %L =4 patches/90 days
(Note: Please refer to Analgesics: COX IIs and NSAI
s for topical NSAIDS)

disease. AND medical necessity for a specialty dosage form has been prc

AND the patient has a doaented intolerance to the generic formulation.

Namenda:Patient has a documtena intolerance to the generic.
Namenda XR: Patient has not been able to tolerate twice daily dosing of

immediate release memantine, resulting in significant clinical impact.

Namzaric: Clinically compelling reason why the individual ingredients of

donepezil and memantimannot be used

Celebrex: patient does not have a history of a sulfonamide allergy. AND pati¢

has had a documented side effect, allergy, or treatment failure to two or m
preferred generic NSAIDS and has had a previous trial of generic celecox
OR patient is not aandidate for therapy with a preferred generic NSAID du
to one of the following: patient is 60 years of age or older, patient has a hi:
of Gl bleed and has had a previous trial of generic celecoxib, patient is
currently taking an anticoagulant (waifaor heparin) and has had a previou:
trial of generic celecoxib, Patient is currently taking an oral corticosteroid ¢
has had a previous trial of generic celecoxib, and Patient is currently takin
methotrexate and has had a previous trial of genegcaeb.

5% patch @) @L&o Lidoderm, Lidocaine Patch: diagnosis or indicadn is neuropathic pain/pest

herpetic neuralgia AND patient has had a documented side effect, allergy,
treatment failure or contraindication to 2 drugs in the tricyclic antidepressa
(TCA) class and/or anticonvulsant class AND patient has had a document
side effect, allergy, treatment failure or contraindication to Lyrica, OR patie
has a medical necessity for a transdermal formulation (ex. dysphagia, inat
to take oral medications), AND if the request is for generic lidocaine patch
patient hashad a documented intolerance to the brand product.
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OPIOIDS: SHORT ACTING

Qutenza: diagnosis or indication is pekerpetic neuralgia AND patient has ha
a documented side effect, allergy, treatment failure or contraindication to :
drugs in the tricyclic antidepressant (TC#ss and/or anticonvulsant class
AND
patient has had a documented side effect, allergy, treatment failure or
contraindication to Lyrica AND patient has had a documented side effect,
allergy treatment failure or contraindication to Lidoderm OR patias a
medical necessity for transdermal formulation (ex. dysphagia, inability to t
oral medications) AND patient has had a documented side effect, allerg
treatment failure or contraindication to Lidoderm.

ACETAMI NOPHEN W/ CODEI N Abstra® (fentanyl) Sublingual Tablets Butorphanol Nasal Spray:documented site effect,latgy, treatment failure, or
@ ) Acetaminophen w/codeinell branded products contraindication to codeine, hydrocodone, morphine, & oxycodone (all 4
Tylenol™ wicodeine) Acetaminophen w/hydrocodorell branded products generic entities) as single or combination products. OR is unable to use t;
ACETAMI NOPHEN W/ HYDRO' QL 5/500 = 8 tablets/day, 10/500 = 8 tablets/day, or liquid formulations.
(compare to Vicodﬁr?, Lorce®, Maxidoné®, 7.5/750 = 5 tablets/day) Abstral, Actig, fentanyl transmucosal, Fentora, Laanda, Subsysindication of

Norco®, Zydon@)
(QL 5/500 = 8 tablets/day, 10/500 = 8 tablets/da:
7.5/750 = 5 tablets/day)
ACETAMINOPHEN W/ OXYCODONI

(compare to Percoé@)
(QL 10/650 = 6 tablets/day)
ASPI RI'N W CODEI NEA
BUTALBI TAL COMP. W/ COI

to Fiorinaf® w/codeine) R
CODEI NE SULFATEA

DI HYDROCODEI NE COMPOUI
SynalgosDC®)

ENDOCET® (oxycodone w/ acetamipben)

HYDROCODONEA (pl ain,

w/ibuprofen)
(some exceptions apply)

HYDROMORPHONEA tabl et
Dilaudid®)
First fill l'imited to

(Qty limit = 16 tablets/day)

MEPERI DI NEA ( c o Rp(@0taks

or 5 daysupply) .
MORPHI NE SULFATEA

MORPHI NE SULFATEA (®o

cancer breakthrough pain AND patient is opioid tolerant AND is on a long
acting opioid formulation AND is 18 years of age or older (Actiq 16 years (
age or older) AND prescriber is registered in the Transmucosal Immediate
Releae Fentanyl (TIRF) Risk Evaluation and Mitigation Strategy (REMS)

Access program AND member has had a documented treatment failure w

Acetaminophen w/hydrocodone (compare to X@c}ol
(QL=13 tablets/day)

Acetaminophen w/oxycodonall branded products

(QL 10/650 = 6 tablets/day)

Actiq® (fentanyl lozenge on a stick: 200 mcg, 400 mci intolerance to 2 of the following 3 immediate release treatment options:
600 mcg, 800 mcg, morphine, hydromorphone or oxycodone. ORnable to use tablet or liquid

1200 mcg, 1600 mcg) formulations AND if the request is for brand name Actiq, member has a

Anexsid®* (acetaminophen w/hydrocodone) documented intolerance to generic fentanyl transmucosal.

But orphanol Nasal Spr ay / Dilaudid-5 Oral Solution, Hydromorphone Oral Solution: member has had a

documented side effecllergy or treatment failure with oxycodone oral

Capital® wicodeine* (acetaminopin wicodeine) solution and morphine oral solution OR has been started and stabilized or

Combuno®* (oxycodone w/ ibuprofen) another dosage form of hydromorphone AND if the request is for the bran
Demerol* (meperidine) product, patient has a documented intolerance to theiggmeduct.

Nucynta, Opana, Oxymorphone member has had a documented side effect,
DiIaudia®*(hydrom0rphone) tablets aIIergy, or treatment failure_ to at Ieas; two of_the following 3 immediate rels
First fill limited to 14 generic short acting narcotic a_nalgesmorphme, hydromorphone, or
(Qty limit = 16 tablets/day) _oxycodone AND if h(_a request if for brand Opana, member has a documen

L ® ) intolerance to generic oxymorphone. _

Dilaudid-5 (hydromorphone) oral solution Oxycodone (generic) Capsulesnember has a documented intolerance to gen
First fill [Ippmited to 14  oxycodone tablets.
fentanyl citrate tr é@m s mu Oxecta: prescriber provides a clinically valid rationale why the gienenmediate

release oxycodone cannot be used AND member has a documented side

Fentor&’ (fentany! citrate buccal tablets) allergy, or treatment failure to at least 2 other preferred short acting narco

Fioricef® analgesics. NOTE: a history of substance abuse does not warrant approv
w/codeine*(butalbital/acetaminophen/caffeine/code  Oxeta (oycodone IR) since a clear advantage of this product over preferre
e) short acting opioids in this population has not been established.

HydrocodoneAcetaminophen Soln 1825 Mg/15ml Ultram, Ultracet: member has a documented intolerance to the generic

HydromorphoneA or aldspl r formulation ) ) o _
Rybix ODT: member has a medical neceséitya disintegrating tablet
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OXYCODONEA
First fill

(plain)
l'imited to
(For tablets, Qty limit = 12 tablets/day)

OXYCODONEA
w/ibuprofen)

TRAMADOLA ( ¢ o mPa@teLimito
8 tablets/day) (Age

TRAMADOL/ APAPA (c&®mpa
(Qty Limit =8 tablets/day) Age 0O18)

(w/ acet ami |

ZAMI CETA
10-325 Mg/15ml)

( H»AcktanmirophdndSolre

OPIOIDS: LONG ACTING

TRANSDERMAL

BUTRANS (buprenorphine) TRANSDERMAL
SYSTEM

(QL = 2 patches/14 days) (Maximum-day fill)

FENTANYL PATCHA (c o®|)npar

12 mcg/hr, 25 mcg/hr, 50 meg/lRI=15 patches/30
days)75 mcg/hr, 100 meg/hQL=30 patties/30
days)

BUCCAL
All Products require PA

Firstfill imtedtol4d ay s & supply
Ibudoné®x (hydrocodone w/ ibuprofen)
Lazand® (fentanyl) Nasal Spray

Lortal@*(hydrocodone w/ acetaminophen)

MeperidineA (Qty > 30 ta
Nucynta® (tapentadol)
Opana® (oxymorphone)
OxycobneA (plain) capsul ec
First fill limited to 14

(Qty limit = 12 capsules/day)

OxymorphoneA (compare toao

Panlor DC® (acetaminophen/caffeine/dihydrocodeine)

Pentazocine w/acetaminop

Pentazocine w/naloxoneA

Reprexain®* (hydrocodte w/ ibuprofen)

Roxanol®*(morphine sulfate)

Rybix® ODT (tramadol ODT) (Qty Limit =8
tablets/day)

Subsys® (fentanyl) Sublingual Spray

Synalgos DC®*(dihydrocodeine compound)

Talwin®* (pentazocine) and branded combinations

Tylenol® #3* #4*(acetaminphen w/codeine)

Ultracet® (tramadol w/ acetaminophen) (Qty Limit =8
tablets/day)

Ultram®* (tramadol) (Qty Limit = 8 tablets/day)

Xartemis XR® (oxycodone w/acetaminophen) (Qty Lin
= 4 tablets/day)

Buprenorphine patch (compare to Butrans®)
(QL = 2 patches/14 days) (Maximum-ddy fill)
Duragesic®* (fentanyl patch) 12 mcg/hr, 25 mcg/hr, 5
mcg/hr
(QL=15 patches/30 dayg5 mcg/hr, 100 mcg/hr
(QL= 30 patches/30 days)

Fentanyl patch 37.5mcg/hr, 62.5mcg/hr, 87.5mcg/hr

Exalgo® (hydromorphone XR) tablet
(QL= 30 tablets/30 days (8 mg, 12 mg, 16 mg tabs), €
tablets/30 days (32 ntgbs)

hydromor phone X@)t&btetompa
(QL= 30 tablets/30 days (8 mg, 12 mg, 16 mg tabs))

formulation (i.e. swallowing disorder)

Xartemis XR: diagnosis is acute pain AND member has a documented side
effect, allergy, or treatment failure to at least 2 short acting opioids not
requiring prior approval, one of whick oxycodone w/ apap AND prescriber
must provide a compelling clinical reason why an extended release produ
required for treatment of acute pain.

Other Short acting Opioids: member has had a documented side effect, aller
or treatment failure to d&ast 2 medications not requiring prior approval. (If.
product has an AB rated generic, one trial must be the generic)

PA Requests to Exceed QL for Oxycodone IR or Hydromorphone IRif dose
consolidation is not possible (i.e. use of higher strength édsai), all
requests will be referred to the DVHA Medical Director for review unless tt
medication is being prescribed for pain related to an oncology diagnosis w
will be approved by the Clinical Call Center.

Limitations: APAP containing products:aily doses that result in > 4 grams of
acetaminophen/day will reject for PA; Meperidine 75mg/ml injection no lor
available- 25mg/ml, 50mg/ml and 100mg/ml available. Brand name Deme
75mg/ml and 100mg/2ml not coveredo generic equivalents. °

CLINICAL CONSIDERATIONS: Long acting opioid dosage forms are
intended for use in opioid tolerant patients only. These tabletiedfmpical
medication strengths may cause fatal respiratory depression when admini
to patients not previously exposed to opioids. LA opioids should be presc
for patients with a diagnosis or condition that requires a continuous, arour
the-clock analgesic. LA opioids should be reserved for use in patients for
whom alternative treatment options (e.g., {o@ioid analgesics or immediate
release opioids) are ineffective, not tolerated, or would be otherwise inade
to provide sufficient managemnt of pain. LA opioids are NOT intended for
use as 'prn' analgesic. LA opioids are NOT indicated for pain in the imme
postoperative period (the first 124 hours following surgery) or if the pain is
mild, or not expected to persist for an extengdedod of time. LA opioids are
not intended to be used in a dosage frequency other than FDA approved
regimens. Patients should not be using other extended release opioids
prescribed by another physician. Prescribers should consult the VPMS
(Vermont Presription Monitoring System) to review a patient's Schedule Il
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ORAL

MORPHI NE SULFATE CR 12
MS Contin® (QL=90 tablets/strength/30 days)

Belbuc® (buprenorphine hcl buccal filmL= 28
films/14 days, Maximum dhy fill)

DolophinéFD (methadone) tablets

Met hadoneA ( co ®psangeOrmgo L
tablets

Me t h a d o sokitin (oorPA required for patient le:
than lyear old)

Met hadoneA oral concentr

*Maximum initial daily dose all products = 30
mg/day**

Kadiar®® (morphine sulfate XR(QL= 60
capsules/strength/30 days)

MS Contirf®* (morphine sulfate & 12 hr) Tablets
(QL=90 tablets/strength/30 days)
Morphine sulfate SR 24hr

Kadiar®®) (QL= 60

capsules/strength/30 days)

Morphine sul fate (QR30beac
capsules/strength/30 days)

Oxycodone ERA (c@h(@La@Oe t
tablets/strength/30 days)

OxyCon'[in® (Oxycodone ERJQL= 90
tablets/strength/30 days)
Oxymorphone ERQL=60 tablets/strength/30 days)

Nucynta ER (tapentadol ERJQL=2 tablets/day)
Xtampza ER (oxycodone ERJQL = 60
tabs/strength/30days

Conzip® (tramadol ER biphasic release) CapgQ@e = 1
capsule/day)

Tramadol SRA (¢ ®nEElinkt=1 c
tablet/day)

Tramadol ER biphasiceleas@ CapsulgQty Limit=1
capsule/dayj150 mgstrength)

Tramadol ER biphasic e | e a st goAnerty Ryzdl@e
(Qty Limit =1

tablet/day)

Ultram EF® (tramadol SR 24 h(Qty Limit=1
tablet/day)

Hysingla ER® (hydrocodone bitartrai@ty Limit = 1
tablet/ day)

IV medication use before prescribing long acting opioids.

Belbuca Films Buprenorphine Patch the patient has had a documented intolere
to Butrans patches

Duragesic Patches:patient has ttha documented intolerance to generic fentar
patches.

Fentanyl patches 37.5mcg/hr, 62.5mcg/hr, 87.5mcg/hprovider must submit
clinical rationale detailing why the patient is unable to use a combination ¢
preferred strengths.

Methadone Tablet: paient has had a documented side effect, allergy, or
treatment failure to morphine sulfate CR 12 hr tablets AND the initial
methadone daily dose does not exceed 30mg AND for approval of brand
Dolophine tablets, the patient must have a documented intolexative
equivalent generic tablet. (Note: Methadone products, when used for treat
of opioid addiction in detoxification or maintenance programs, shall be
dispensed ONLY by certified opioid treatment programs as stipulated in 4
CFR 8.12, NOT retail pharacy)

Methadone Liquid: Patient must have a medical necessity for an oral liquid (i
swallowing disorder, inability to take oral medications) AND the initial daily
dose does not exceed 30mg OR patient has been started and stabilized o
requested ordiquid medicationNote: Methadone products, when used for
treatment of opioid addiction in detoxification or maintenance programs, sl
be dispensed ONLY by certified opioid treatment programs as stipulated il
CFR 8.12, NOT retail pharmacy

Conzip, Tramadol ER biphasicrelease Capsule, Tramadol ER biphasic
release Tablet, Tramadol ER/SR, Ultram ER: member has had a
documented treatment failure to a preferred shoting tramadol product. In
addition, for approval of tramadol ER biphasétease capse or tablet or
Ultram ER, the
patient must have a documented intolerance to generic tramadol ER/SR.

Oral Non-Preferred (except methadone & tramadol containing products):the
patient has had a documented side effect, allergy, or treatment failure to
morphine sulfate CR 12hr tablet (generic) AND generic fentanyl patch. (If
product has an AB rated generic, there must have been a trial of the gene
AND the patient must have a documented side effect, allergy, or treatmen
failure to the preferredbuse deterrent formulation (EmbgteforeArymo
ER, Morphabond ERDxyContin or Xtampza ERill be approved.

Hysingla ER/Zohydro ER: Available with PA for those unable to tolerate any
preferred medications. All requests will go to the DVHA Medical Roetor
approval.

Limitations: Methadone 40mg dispersible tablet not approved for retail
dispensing.
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ORAL, ABUSE-DETERRENT FORMULATIONS

EMBEDA® (morphine sulfate/naltr@ne
hydrochloride) Capsules
(QL=2 capsules/day)

NSAIDS

ORAL
SINGLE AGENT R
DI CLOFENAC POTASSI UMA L

SODI UMA (comp®re to V.

ETODOLACA (foPmerly Lod
FLURBI PROFENA

| B UP R O Rcanpdre to Motril})

| NDOME T H AferinédyAindoci®, Indocin
SR®)

Zohydro EFR (hydrocodone bitartrate)

Aryma® ER (morphine sulfate, extended ese)
(QL=90 tablets/strength/3fays)

Morphabon® ER (morphine sulfate, extended release;
(QL=90 tablets/strength/30 days)

cambi® (diclofenac potassium) packet for oral solutiol
(QL = 9 packets/month))

®

Daypro~* (oxaprozin)

EC—Naprosyﬁ@ * (naproxen sodium enteric coated)
Etodolac ER

Felden®* (piroxicam)
Fenopofen 400mg cap
FenoprofenA 600 mg tab

Indocir®* (indomethacin) suspension, suppository
Ketoprofen ER

Arthrotec, diclofenac/misoprostol, Duexis:patient has a documentedeieffect

or treatment failure to 2 or more preferred generic NSAIDs OR patient is r
candidate for therapy with a preferred generic NSAID mibreoapy due to one
of the following: patient is 60 years of age or older, Patient has a history o
bleed, Patient is currently taking an oral corticosteroid, Patient is currently
taking methotrexate AND patient is unable to take the individual compone
separately AND if the request is for brand Arthrotec, the patient has a
documented intolerance to tgeneric equivalent.

Cambia: drug is being prescribed for treatment of acute migraine attacks ANI
patient has had a documented side effect or treatment failure to 2 or more
preferred generic NSAIDs, one of which must be generic diclofenac OR di
being prescribed for treatment of acute migraine attacks AND patient has i
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| NDOMETHACI N ERA
KETOPROFENA

KETOROLACA (formerly ToraddP)
(QL = 20 doses/5 day supply every 90 days)
MECLOFENAMATE SODI UMA N\

tabs (compare to qu%
NABUMETONEA

NAPROXENA (compar® to Na|

NAPROXEN ENTERI C COATEL
Naprosyﬁ@)

NAPROXEN SODI UMA (c®mpa
AnaproxD@,

Napreleu@)

(con@pare to
(cor@pare to

OXAPROZI NA

Pl ROXI CAMA
ULI NDACA
INJECTABLE

KETOROL A C ioA(folmeriy “éomdo@) QL=
1 dose per fill)

NASAL SPRAY
All products require PA.

TOPICAL
Voltaren® (diclofenac) 1% Gel

TRANSDERMAL
All products require PA.

NSAID/ANTI -ULCER
All products require PA.
Not e: Pl ease refetnicto ¥

Keratosi s Sm&raeg)cnlpicyofenact o]
3% Gel

PREFERRED AFTER CLINICAL CRITERIA ARE
MET

mefenamic acidlcapsules (compare to Pon@[)el
Mobic®* (meloxicam) tablets

Nalfon® (fenoprofen) 400 mg capsules

NaprelargFD * (naproxen sodiunkR)
Naproxen sodium ER

Naprosyt@* (naproxen sodium)

PonsteP (mefenamic acid)

Tivorbex (indomethacin) capsules (QL=3 caps/day)
Viviodex® (meloxicam) capsules

Zip30|® (diclofenac potassium)

Zorvolex® (diclofenac) Capsules
(QL = 3 capsules/day)

Spri>5FD (ketorobc) Nasal Spray
(QL =5 bottles/5 days once every 90 days)

diclofenacA ( ®IBpwropeal t o
Solution

Flector® (diclofenac) 1.3 % Pat¢QL = 2 patches/day)
Pennsaid® (diclofenac) 2% Topical Solution

Arthrote® (diclofenac sodium wiisoprostol)
diclofenac sodium w/misoprosfelcompare to

Arthrote® )

Duexi<® (ibuprofen/famotidine)
(QL = 3 tablets/day)

Vimovo® (naproxen/esomeprazole)
(QL = 2 tablets/day)

requirement for an oral liquid dosage form (i.e. swallowing disorder, inabili
to take oral medications) AND patient has had a documented side effect c
treatment failure with thegmeric ibuprofen suspension and the generic
naproxen suspension.

Flector Patch, Pennsaid, Diclofenac 1.5% Topical Solutiondiagnosis or
indication is osteoarthritis or acute pain caused by minor strains, sprains, .
contusions AND patient has had a doanted side effect or inadequate
response to Voltaren gel OR patient is not a candidate for therapy with a
preferred generic NSAID due to one of the following: Patient is 60 years o
or older, Patient has a history of Gl bleed, Patient is currenilygaia oral
corticosteroid, Patient is currently taking methotrexate OR patient has a
documented medical necessity for a topical/transdermal formulation (ex.
dysphagia, inability to take oral medications), AND for approval of Pennsa
1.5%, the patient hdwd a documented intolerance to the generic equivalel

Sprix: indication or diagnosis is moderate to moderately severe pain. AND pe
has had a documented inadequate response or intolerance to generic ket
tablets. OR patient has a documentedinadecessity for the specialty dosa
form (i.e. inability to take medication orally (NPO)).

Tivorbex: patient has had a documented side effect, allergy, or treatment fail

4 or more preferred generic NSAIDs, including generic indomethacin.

Vivlodex®: patient has had a documented side effect, allergy, or treatment fai

to 4 or more preferred generic NSAIDs, including generic meloxicam.

Diclofenac 1% Gel:the patient must have had a documented intolerance to B

Voltaren.

Vimovo: patient hatiad a documented side effect or treatment failure to 2 or
more preferred generic NSAIDs OR patient is not a candidate for therapy
a preferred generis NSAID due to one of the following: Patient is 60 years
age or older, Patient has a history of®ed, Patient is currently taking an
oral
corticosteroid, Patient is currently taking methotrexate AND patient is unal
take naproxen and a preferred proton pump inhibitor, separately.

Zipsor, Zorvolex: patient has had a documented intoleranaditlofenac tablets.
AND patient has had a documented side effect, allergy, or treatment failur
or more preferred generic NSAIDs.

All other PA requiring NSAIDs: patient has had a documented side effect or
treatment failure to 2 or more preferrechgec NSAIDS. (If a product has an
AB rated generic, one trial must be the gengAdD if the request is for a
non-preferred extended release formulation, the patient has not been able
adhere to the dosing schedule of the immediate release formulkidting in
significant clinical impact.

ANEMIA: HEMATOPOIETIC/ERYTHROPOIETIC AGENTS

Epoger@ (epoetin alpha)

Aranesp, Procrit, Epogen diagnosis oindication for the requested medication
is anemia due to one of the following: Chronic kidney disease/renal failure
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ARANESP® (darbepoetin alfa)
PROCRIT® (epoetin alpha)

Postrenal transplant, Use of zidovudine for the treatment of human
immunodeficiency virus (HIV) (other causes of anemia, such as
iron/folate/vitamin B12 deficiency have been eliminated), Surgery patients
high risk for perioperative blood loss, Cancer chemotherapy, Use of ribavi
or interferon therapy for Hepatitis C, Myelodysplastic syndrome. Hemoglc
level at initiation of therapysi<10 g/dL OR for patients currently maintained
on therapy, hemoglobin levis < 11 g/dL in dialysis patients with chronic
kidney disease, < 10 g/dL in nalialysis patients with chronic kidney diseast
or < 12 g/dL in patients treated for other indica&ND for approval of
Epogen, the patient has had a documented side effect, allergy, or treatme
failure to both Aranesp and Procrit.

ANKYLOSING SPONDYLITIS: INJECTABLES

Length of Authorization: Initial PA 3 months; 12 months thereafter

PREFERRED AFTER CLINICAL
CRITERIA ARE MET

ENBREL® (etanercept)
Qty Limit = 4 syringes/28 day§0 mg), 8
syringes/28 days (25 mg)

HUMIRA® (adalimumab)
Qty Limit = 2 syringes/28 days

Cimzia® (certolizumab pegol)
(Quantity limit = 1 kit/28 days (starter X 1, then regulai
Cosenty® (secukinumab)

Inflectra® (infliximab-dyyb) biosimilar to Remicad®

Remicad® (infliximab)
Renflexi$ (infliximab-abda) biosimilar to Remicatle

Simpon$FD (golimumab) Subcutaneous
Qty Limit = 1 of 50 mg prefilled syringe or
autoinjector/28 days)

Enbrel/Humira: patient has a diagnosis of ankylosing spondylitis (AS) and h:

already been stabilizezh the medication beingequestedOR patient has a
confirmed dagnosis of AS, and conventional NSAID treatment and DMARI
therapy (e.g. methotrexate therapy) resulted in an adverse effect, allergic
reaction, inadequate response, or treatment failure. If methotrexate is
contraindicated, another DMARD should be tri¢dbtes: Approval should be
granted in cases where patients have been treated with infliximab but hav
response to therapy.

Cimzia, Cosentyx,Inflectra, Remicade,Renflexis, Simponi: patient has a

diagnosis of ankylosing spondylitis (AS) and has alydsekn stabilized on the
medication being requested OR diagnosis is AS, and conventional NSAID
treatment and DMARD therapy (e.g. methotrexate therapy) resulted in an
adverse effect, allergic reaction, inadequate response, or treatment failure
methotreate is contraindicated, another DMARD should be tried. AND the
prescriber must provide a clinically valid reason why BOTH Humira and
Enbrel cannot be used.

Additional criteria for Cosentyx and Simponi: Pat i ent must b

age. Safety and efficacy has not been established in pediatric padietets.
Cosentyx approvals for 300mg dose
(containing 2 x 150mg pens or syringes). Approval will not be granted for :
separat 150mg packages.

Additional criteria for Inflectra , Renflexis the prescriber must provide a

clinically valid reason why Remicade cannot be used.

* Patients with documented diagnosis of active axial involvement should have

trial with two NSAIDs, but drial with DMARD is not required. If no active
axial skeletal involvement, then NSAID trial and a DMARD trial are require
(unless otherwise contraindicated) prior to receiving Humira, Cimzia,
Cosentyx, Enbrel, Remicade, or Simponi.
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BENZODIAZEPINE

CHLORDI AZEPOXI DEA ®f orn

CLONAZEPAMA (comPrre to
(QL = 4 tabs/day except 2 mg (QL = 3 tabs/day))

CLONAZEPAM ODTA (forndr
(QL = 4 tabs/day except 2 mg (QL = 3 tabs/day))

DI AZ E P advpare to Valiuf)

LORAZEPAMA (corfhare to
(QL = 4 tablets/day)

OXAZEPAMA (fd®merly Ser

NON-BENZODIAZEPINE

BUSPI RONEA (f&® meriy Bu
HYDROXYZI NE HYDROCHL OR

Atara@) R
HYDROXYZI NE PAMOATEA (c

Vistaril®) (all strengths

ANTI-ANXIETY: ANXIOLYTICS

Non-preferred Benzodiazepines (except for alprazolam ODT, Klonopin
Wafers, Niravam & Intensol Products): patient has a documented side
effect, allergy, or treatment failure to at least 2 preferred benzodiazepine
medications. (If a product has an AB rated generic, there must also be a
the generic formulation)

al prazol am ER®R(compareporxanaxo | Alprazolam ODT and Niravam: patient has a documented side effect, allergy.
XR®) treatment failure to at least 2 preferred benzodiazepine medicaflbas.

(QL = 2 tablets/day) product has an AB rated generic, there must also be a trial of the generic
formulation). OR patient has a medical necessity for disintegrating tablet
administration (i.e. inability to swallow tablets) AND patient has a docume

side effectallergy or treatment failure to clonazepam ODT.

alprazolamA (®ompare to
(QL = 4 tablets/day)

alprazohm ODTA(compare to Niravaf)
(QL = 3 tablets/day)

Alprazolam Intens& (alprazolam concentrate) Alprazolam Intensol, Diazepam Intensol, and Lorazepam Intensolpatient has
Ativan®* (lorazepam) a medical nec_ess_ity for the specialty d_osage form (i.e._ swallowing disorde
(QL = 4 tablets/day) AND the medication cannot be administered by crusloiral tablets.

ClorazepateA tabs®)(compa

Diazepam Intens8! (diazepam concentrate)

KIonopin®* (clonazepam
(QL = 4 tabs/day except 2 mg (QL = 3 tabs/day))

Lorazepam Intens@ (lorazepam concentrate)

Niravan® (alprazolam ODT)
(QL = 3 tablets/day)

Tranxene @* (clorazepate tablets)
Valium®* (diazepam)

xanaX® (alprazolam)
(QL = 4 tablets/day)

Xanax XR® (alprazolam XR)
(QL = 2 tablets/day)

Hydroxyzine Patnergth ONL® ( 1 C Hydroxyzine Pamote 100mg strength ONLY: patient is unable to use generic
50mg capsules
@ ) Vistaril: patient has a documented intolerance to the generic formulation.
Vistaril™* (hydroxyzine pamoate) PA Requests to Exced QL: all requests will be referred to the DVHA Medical
Director for review unless (a) the medication is being prescribed for acute
alcohol withdrawal for a maximum iday supply or (b) the patient has been

(compare to Vista@)

18



except 100 mg)

MEPROBAMATEA (fo®meriy

ORAL

Vitamin K Antagonist

WARFARIN A (comPare to

Direct Thrombin Inhibitor

PRADAXA® (dabigatran etexilate)
(Quantity Limit = 2 capsules/day)

Factor Xa Inhibitor

Eliquis® (apxaban)
(Quantity Limit = 2 tablets/day)
(Quantity limit 5Smg = 4 tablets/day for 7 days if
indication is treatment of DVT
or PE) (followed by 5 mg twice daily)

XARELTO® (rivaroxaban)

(10mg Quantity Limit = 1 tablet/day, maximum-30
day supply to coplete
total 35 days/every 180 days)

(15m & 20mgQuantity Limit = 1 tablet/day)

(Quantity limit 15 mg = 2 tablets/day for 21 days if
indication is treatment of DVT or PEjdllowed by
20mg once daily)

Starter Pack (15 mg/20 mg)
(Quantity Limit = 5l tablets/30 days)

INJECTABLE

UNFRACTIONATED HEPARIN INJECTABLE
HEPARI NA

LOW MOLECULAR WEIGHT HEPARINS
INJECTABLE

ENOXAPARIN A (cofpare
(QL = 2 syringes/day calculated in ml volume)

ANTICOAGULANTS

CoumadifP* (warfarin)

Savaysa® (edoxabafQuantity limits=1 tablet/daily

n/a

Lovenos® (enoxaparinQL = 2 syringes/day calculated

in ml volume)

Fragmir%FD (dalteparin)

started and stabilized on the requested quaiatittreatment of a seizure
disorder.

Coumadin: patient has been started and stabilized on the requested medicati
OR patient has had a documented intolerance to generic warfarin.

Sawaysa: Diagnosis or indication is nonvalvular atrial fibrillation or the indicatic
is treatment of DVT or PE following-50 days of parenteral anticoagulation
the indication is reduction of risk of recurrent DVT or PE following initial
therapy AND creaine clearance is documented to be < 95 ml/min AND
prescriber has provided another clinically valid reason why generic warfari
Pradaxa, Xarelto or Eliquis cannot be used. A yearly creatinine clearance
required with renewal of PA request

Arixtra: patient has a documented intolerance to generic fondaparinux.
Lovenox and Fragmin: patient has a docuented intolerance to generic
enoxaparin
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SELECTIVE FACTOR XA INHIBITOR
INJECTABLE

FONDAPARI NUXA AgixtraPnp ar e

ORAL

CARBAMAZEPINEATablets (compare to Tegre@)l

CARBAMAZEPINE Capsules (compare to Carbétjo

CARBAMAZEPI NE
Tegretol XF@)
CELONTIN® (methsuxamide)

CLONAZEPAMA (compar & to Kl
QL = 4 tablets/day

extended

CLONAZEPAM ODTA (forndr

QL = 4 tablets/day

DEPAKOTE SPRINKLE® (divalproex sodium caps,

DI AZEPAMA (comPare to

DILANTIN® (phenytoin) chewable tablets, capsules

DIVALPROEX SODIUM A(compare to Depako@e)

DIVALPROEX SODIUM ERA(compare to Depakote

ER®)
EPITOLA(carbamazepine)

ETHOSUXAMIDEA (compare to Zaronti)

GABAPENTINA100 mg, 300 mg, 400 mg capsules,

600 mg, 800 mg
tablets, 250 mg/5 ml oral solution (compare to

Neurontin®)
GABITRIL® (tiagabine)

LAMOTRIGINE Achew tabs (compare to Lamial
chew tabs)

LAMOTRIGINE Atabs (compare to Lamic@dtabs)
LEVETIRACETAMAtabs (compare to Kep[@aabs)

LEVETIRACETAMAoral soln (compare to Kepp@a
oral soln)

OXCARBAZEPI NEA tabl et s®¢

. ®* .
Arixtra™ (fondaparinux)

ANTICONVULSANTS

Aptiom® (eslicarbazepine acetate)

QL = 1 tab/day (200, 400 and 800 mg) and 2 tabs/day

(600 mg)
BanzeP (rufinamide)

QL = 8 tabs/day (400 mg) and 16 tabs/day (200 mg)

BanzeP (rufinamide) oral suspension

QL =80 ml/day (3,20@ng/day)

Briviact® (brivaracetam) tablets, oral suspension
CarbatrdP (carbamazepine) capsules
Clorazepate (compare to Tranxerd tablets

Depaken@* (valproic acid)
Depakott@* (divalproex sodium)

Depakote ER” (divalproex sodium)
divalproex sdium capsules (compare to Depakote

Sprinkle@)
Dilantin® (phenytoin) suspension

felbamateA (c®mpare to
Felbatof (felbamate)

chompéFD (perampanel) table@QL = 1 tablet/day
Keppr:@* (levetiracetam) tablets, oral solution
Keppra XF® (leveiracetam extended release)

Klonopin®* (clonazepam)
QL = 4 tablets/day

Lamictal®" tabs (lamotrigine tabs)
Lamictal®” chew tabs (lamotrigine chew tabs)

F

Lamictal ODT® (lamorigine orally disintegrating tablets

Lamictal XR® tablets (lamotrigine extendeelease)

|l amotrigine ERA
lamotrigine ODT (compare to Lamictal OB)T

|l evetiracetam ERA®)(compa Di

(@)ompare

Aptiom: The patient has beerasted and stabilized on the requested medicatio

(Note: Samples are not considered adequate justification for stabilization.)
the diagnosis is adjunctive therapy of partiaket seizures and the patient he
had a documented side effect, allergy, treatnfailure/inadequate response (
a contraindication to at least TWO preferred anticonvulsants, one of whict
oxcarbazepine.

Briviact: The patient has been started and stabilized on the requested medic

(Note: Samples are not considered adequatifigasion for stabilization.) OR
the diagnosis is adjunctive therapy of partiaket seizures and the patient he
had a documented side effect, allergy, treatnfailure/inadequate responsee,
a contraindication to at least TWO preferred anticonvusamte of which is
levetiracetam.

Carbatrol, Depakene, Depakote, Depakote ER, Dilantin Suspension, Keppra

tabs or oral solution, Klonopin, Klonopin Wafers, Lamictal tabs or chew
tabs, Mysline, Neurontin caps, tabs, solfegretol Tabs, Tegretol XR
(200mg & 400mg), Topamax tabs, Topamax sprinkles, Trileptal tabs,
Zarontin, Zonegran: patient has been started and stabilized on the reques
medication. (Note: samples are not considered adequate justification for
stabilization) OR patient has had a documentémlérance to the generic
equivalent of the requested medication.

Banzel: diagnosis or indication is treatment of Lenr®@astaut Syndrome. AND

patient has had a documented side effect, allergy, treatment failure/inadec
response or a contraindiaati to at least TWO preferred anticonvulsants use
for the treatment of Lenne&astaut syndrome (topiramate, lamotrigine,
valproic acid) AND for approval of the oral suspension, patieust be unable
to use Bazel tabs (i.e. swallowing disorder)

Felbamate,Felbatol: patient information/consent describing aplastic anemia ¢

liver injury has been completed AND patient has been started and stabiliz
the requested medication. (Note: samples are not considered adequate
justification for stabilization). Adidionally, if brand is requested, the patient
has a documented intolerance to the generic product. OR diagnosis is
adjunctive therapy of parti@nset seizures or Lennd@Xastaut seizures and th
patient has had a documented side effect, allergy, treafaieme¢/inadequate
response or a contraindication to at least THREE preferred anticonvulsant
Additionally, if brand is requested, the patient has a documented intoleran
the generic  product.

valproex sodium capsules (sprinkles) and tiagabingeneric: patient has beer

started and stabilized on the requested medication. (Note: samples are nc
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OXCARBAZEPINE Aoral suspension (compare to

Trilepta@)
PEGANONE® (ethotoin)
PHENYTEK® (phenytoin)
PHENYTOINA(compare to Dilant@)
PHENYTOIN EXAcap (compare to Pheny@k

PRIMIDONEA (compare to Mysoling)
TEGRETOL® (carbamazepine) suspension

TEGRETOL XR® (carbamazepine) 100 mg ONLY

TOPIRAMATE ER
TOPI RAMATEA

TOPI RAMATEA
Sprinkles)

VALPROIC ACIDA(compare to Depakefia
ZONI S A M(cdnRake tZonegraf®)

tabs
sprinkle

(Rtabs)p a

&s

Lyrica® (pregabaling cap(Quantity Limit = 3
capsules/day)

Lyrica® (pregabalin) oral solution
Mysoline®* (primidone)

Neurontir@* (gabapentin) capsules, tablets and solutio

onfi® (clobazam) Oral Suspension 2.5 mg/ml
(Quantity limit = 16 ml/day)

onfi® (clobazam) Tablets

(Quantity Limit = 3 tabs/day (10 mg), 2 tabs/day (20

mg))
Oxtellaf® XR (oxcarbazapine ER)hiet

Potige@ (ezogabine) tablets

(Quantity limit = 9 tablets/day (50mg), 3 tablets/day (a

others)
QudeX)g‘D XR (topiramate) capsules

Sabrif® (vigabatrin)
Spritan® (levetiracetam) tablets for oral suspension

Tegreto@* (carbamazepingpblets

TegretoIXR® (carbamazepine) (200 and 400 mg
strengths)

tiagabind\(compare to Gabitl@)

Topama@* (topiramate) tablets

Topama@* (topiramate) Sprinkle Capsules
TranxeneT®" (clorazepate) tablets
Trilepta@* tablets (oxcarbazepine)
TRILEPTAL® oral suspensn (oxcarbazepine)

Trokendi XF® (topiramate SR 24hr) Capsules

(Quantity limit = 2 caps/day (200mg), 1 cap/day all
others)

Vimpa@ (lacosamide) tablets, oral solution

Zarontin®* (ethosuxamide)
Zonegraft* (zonisamide)

considered adequate justification for stabilization). OR patient has had a
documented intolerance to the brand name product.

Keppra XR, Lamictal XR, lamotr igine ER, levetiracetam ER, Oxtellar XR:
patient has been unable to be compliant with or tolerate twice daily dosinc
the immediate release product. Additionally, if brand Keppra XR or Lamic
XR is requested, the patient has a documented intolerautice generic
product.

Lamictal ODT, lamotrigine ODT: medical necessity for a specialty dosage for
has been provided AND lamotrigine chewable tabs cannot be used. For
approval of brand Lamictal ODT, the patient must have a documented
intolerance to theaneric equivalent.

Spritam: medical necessity for a specialty dosage form has been provided Al
patient must have a documented intolerance to levetiracetam oral solutior

Lyrica caps, Lyrica oral solution: patient has a diagnosis of epilepsy OR patie
hashad a documented side effect, allergy, or treatment failure to TWO dru
from the following: gabapentin, tricyclic antidepressant, SSRI antidepress:
SNRI antidepressant, miscellaneous antidepressant, cyclobenzaprine or
Savella,
if medication is king used for fibromyalgia. (This indication not processed
automated step therapy). OR if the diagnosis is forpegietic neuralgia or
neuropathic pain, there is a documented side effect, allergy or treatment fi
to TWO drugs from the followindricyclic antidepressant, gabapentin, or
SNRI, AND if the request is for the oral solution, the patient is unable to us
Lyrica capsules (i.e. swallowing disorder)

Onfi: patient has been started and stabilized on the requested medication (N
samples & not considered adequate justification for stabilization) OR
diagnosis or indication is adjunctive treatment of Len@@@staut Syndrome.
AND patient has had a documented side effect, allergy, treatment
failure/inadequate response or a contraindicatiat teast TWO preferred
anticonvulsants used for the treatment of Len@@staut syndrome
(topiramate, lamotrigine, valproic acid) OR diagnosis or indication is
adjunctive treatment of refractory epilepsy (may include different types of
epilepsy) AND patienhas had a documented side
effect, allergy, treatment failure/inadequate response or a contraindication
least THREE preferred anticonvulsants.

Clorazepate, Fycompa, Potiga:patient has been started and stabilized on the
requested medicatioMNfte: samples are not considered adequate justificati
for stabilization) OR diagnosis is adjunctive therapy or paotislet seizures
OR diagnosis is adjunctive therapy for primary generalized 4doitc
seizures (Fycompa only) AND the patient has Aalbcumented side effect,
allergy, treatment failure, inadequate response, or a contraindication to at
TWO preferred anticonvulsants. Sabril: prescriber and patient are registel
with the SHARE program AND diagnosis is infantile spasms OR patent i
16 years old and the indication is adjunctive therapy in refractory complex
partial seizures and failure of THREE other preferred anticonvulsants.

Trileptal oral suspension: patient has been started and stabilized on the reque
medication. (Note: saples are not considered adequate justification for
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stabilization). OR patient has had a documented intolerance to the generic
product.

Trokendi XR, Qudexy XR: patient has failed treatment with topiramate ER

Vimpat: patient has been started and stahiliaa the requested medication
(Note:
samples are not considered adequate justification for stabilization) OR
diagnosis is monotherapy adjunctive therapy of paotiedet seizures and the
patient has had a documented side effect, allergy, treatnilen¢fimadequate
response or a contraindication to at least TWO preferred anticonvulsants ,
if the request is for the oral solution, the patient is unable to use Vimpat ta
(eg. swallowing disorder).

PA Requests to Exceed QL for clonazepam/clonazepa@DT or Klonopin: all
requests will be referred to the DVHA Medical Director for review unless tt
patient has been started and stabilized on the requested quantity for treati

of a seizure disorder.
RECTAL

DIASTAT® (diazepam rectal gel) Diazepamectal gel Diazepgm Rectal Gel: patient has been start.ed and stabilizeo! on.t.he requeste
medication. (Note: samples are not considered adequate justification for
stabilization) OR patient has had a documented intolerance to Diastat rect

ANTIDEPRESSANTS
MAO INHIBITORS i Length of Authorization: Duration of Need for Mental Health Indications

i _ Marplan: patienthas been started and stabilized on the requested medicatiol
Emsan? (selegiline)(QL = 1 patch/da
PHENELZINE SULFATE (compare to Nar&% r®( i g )(Q_ . ) (Note: samples are not considered adequate justification for stabilization).
FDA maximum recommended dose = 90 mg/day Marpl?@ ! (isocarboxazid) patient has had a documented side effect, allergy, or treatment failure to
TRANYLCYPROMINE (compare to Parné% Nardil™ (phenylzine) phenelzine and tr_anylcypromine. _ _ '
FDA maximum recommendedse = 60 mg/day FDA maximum recommended dose = 90 mg/day Nardil, Parnate: patient has had a documented intolerance to generic equiva

product.

Emsam: patient has had a documented side effect, allergy, or treatment failu
with at least 3 antidepressants from 2 of the major antidepressants classe
(Miscellaneous, SRIs, SSRIs, and Tricyclic Antidepressants). OR patient i
unable to tolerate oral medication.

MISCELLANEOUS - Length of Authorization: Duration of Need for Mental Health Indications, 1 Year for Other Indications

Pamat® (tranylcypromine)
FDA maximum recommended dose = 60 mg/day

BUPROPI ON SRA (comp®r e Aplenzir® (bupropion hydrobromide) ER tablets Criteria for approval for ALL non -preferred drugs: The pati@t has been

. Quantity Limit = 1 tablet/day started and stabilized on the requested medication. (Note: samples are nc
FDA maximum recommended Trintellix® (vortioxetine) Tablet considered adequate justification for stabilization.) OR The patient meets
dose = 400mg/day Quantity Limit = 1 tablet/day additional criteria as outlined below.

Aplenzin: The patient has had a documented side efédletrgy, or in adequate

‘ ) ® .
BUPROPI ON XLA (co mp®c1)r e Forfivo XL™ (bupropion SR 24hr) 450 mg tablet response to at least 3 different antidepressants from the SSRI, SNRI and/

FDA maximum recommended dose = 450 mg/da FDA maximum recotr)Trrt}(ejnded dose = 450 mg/day Miscellaneous Antidepressant categories (may be preferred or non
BUPROPI ONA (co mp('%r e to Quantity Limit = 1 tablet/day

L preferred), one of which must be bupropion XL.
FDA maximum recommended dose = 450 mg/da NefazodoneA Forfivo XL : The patient is unable take the equivalent dose as generic buprog
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MAPROTI LI NEA
FDA maximum recommendedse = 225 mg/day

MI RTAZAPI NEA (cofpare t
FDA maximum recommended dose = 45 mg/day
MI RTAZAPI NE RDTA (co-mpa

Tab®)

FDA maximum recommended dose = 45 mg/day

TRAZODONE HCLA (Pormer!
FDA maximum recommended deseé00 mg/day

FDA maximum recommended dose = 600 mg/day

RemerofPx (mirtazapine)

FDA maximum recommended dose = 45 mg/day
Remeron Sol TéB* (mirtazapine RDT)

FDA maximum recommended dose = 45 mg/day
Viibryd® (vilazodong Tablet

Quantity Limit = 1 tablet/day

Wellbutrin SF@* (bupropion SR)

FDA maximum recommended dose = 400mg/day

Wellbutrin XL®* (bupropion XL)
FDA maximum recommended dose = 450 mg/day

XL

Nefazodone:The patient has had a documented side effect, allergy, or inadec
response to at least 3 different antidepressants from the SSRI, SNRI and/
Miscellaneous Antidepressant categories (mayrbteped or notpreferred)

Remeron, Remeron SolTab, Wellbutrin SR, and Wellbutrin XL: The patient
has had a documented intolerance to the generic formulation of the reque
medication.

Trintellix, Viibryd: The diagnosis or indication is MDD AND The patidas
had a documented side effect, allergy, or inadequate response (defined b
least 4
weeks of therapy) to at least 3 different antidepressants from the SSRI, S
and/or Miscellaneous Antidepressant categories (may be preferred-or non
prefered.

Note: After a 4month lapse in use of a ngmeferred agent for a mental health
indication, or if there is a change in therapy, a lookback through claims
information will identify the need to fimitiate therapy following the PDL and
clinical criteria

SNRI - Length of Authorization: Duration of Need for Mental Health Indications, 1 Year for Other Indications

DULOXETI NEA ( c omP)capsulet o
FDA maximum recommended dose = 120 g/day
(MDD and GAD),60 mg/day all others
Quantity limit =2 capsules/day
VENL AF AXI N BpsuleRcdmpare to Effexc

xR®) .

FDA maximum recommended dose = 2
mg/day, Quantity limit = 1 capsule/day (37.5 mg
75 mg)

Cymbalta@ (duloxetine) Capsule

FDA maximum recommended dose = 120 mg{NiyD
and GAD),60 ng/day all others

Quantity limit = 2 capsules/day

Desvenlafax ER (desvenlafaxine fumarate SR 24hr)
Tablet

FDA maximum recommended dose = 400 mg/day,

Quantity limit = 1 tablet/day (50 mg tablet only)

Desvenlafaxine ER (desvenlafaxine base SR)
FDA maximum recommended dose = 400 mg/day,
Quantity limit = 1 tablet/day (50 mg tablet only)

Effexor XR® (venlafaxine XR) capsule

FDA maximum recommended dose = 225 mg/day,
Quantity limit = 1 capsule/day (37.5 mg & 75 mg)

Fetzim&® (levomilnacipran ERYapsule
FDA maximum recommended dose = 120 mg/day
Quantity limit = 1 capsule/day

Fetzim&® (levomilnacipran ER) capsule titration pack

(QL =1 pack per lifetime)

FDA maximum recommended dose = 120 mg/day

Irenka 40mg (duloxetine) capsule® maximum
recommended dose = 120g/day (MDD and GAD),

Criteria for approval of ALL non -preferred drugs: The patient has been starte
and stabilized on the requested medication. (Note: samples are not consic
adequate justification for stabilization.) OR The patient meetgiaddi
criteria as outlined below.

Venlafaxine IR: The patient has had a documented side effect, allergy, or
inadequate response to at least 2 different antidepressants.

Venlafaxine ER tablet (generic), Effexor XR Capsule (brand)The patient has
had a doumented intolerance to generic venlafaxine ER caps.

Fetzima, Pristiq: The diagnosis or indication is Major Depressive Disorder
(MDD) AND The patient has had a documented side effect, allergy, or
inadequate response to at least 3(three) different antggmts, one of which
must be Venlafaxine ER capsule.

Desvenlafaxine ER, KhedezlaThe patient has had a documented side effect,
allergy, or inadequate response to at least 2 different antidepressants, ont
which must be venlafaxine ER capsule AND Thegpdthas had a documente
intolerance with Pristiq.

Cymbalta, Irenka: There must be a clinically compelling reason why the dosil
needs cannot be accomplished with generic duloxetine.

Note: After a 4month lapse in use of a nqmeferred agent for a menthéalth
indication, or if there is a change in therapy, a lookback through cl
information will identify the need to rimitiate therapy following the PDL an:
clinical criteria.
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60mg/day all others, QL = 2 caps/day.

KhedezI® (desvenlafaxine base SR)
FDA maximum recommended dose = 400 mg/day,
Quantity limit = 1 tablet/day (50 mg tablet only)

Pristiq® § (desvenlafaxine succinat®p
FDA maximum recommended dose = 400 mg/day,
Quantity limit = 1 tablet/day (50 mg tablet only)

Venlafaxine ERA t abl et

FDA maximum recommended dose = 225 mg/day,
Quantity limit = 1 tablet/day (37.5 mg & 75 mg)
venl afa&ine | R A

FDA maximumecommended dose = 225 mg/day

SSRIsi Length of Authorization: Duration of Need for Mental Health Indic ations, 1 Year for Other Indications

CIl TALOPRAMA (coffjpare to C
FDA maximum recommended dose = 40 mg/day

ESCITALOPRAI\/IA(compare to Lexapf) TABLETS
FDA maximum recommended dose = 20mg/day
QL = 1.5 tabs/ day (5mg & 10mg tabs)

FLUOXETI! NEpare (oc ®mozdy CAPSULES,
SOLUTION
FDA maximum recommended dose = 80 mg/day

FLUVOXAMI NEA (f®rmerly
FDA maximum recommended dose = 300 mg/day

Luv

PAROXETINE tablef)A (compar
FDA maximum recommended dose = 60 mg/day

SERTRAL | ohifiare toZaoft)
FDA maximum recommended dose = 200 mg/day,
Quantity limit = 1.5 tabs/day (25 mg & 50 mg tabs)

Celexa, fluvoxamine CR, Lexaro, Paxil tablet, Pexva, Paroxetine CR, Paxil
CR, Prozac, Sarafem, Zoloft: The patient had a documented side effect,
allergy, or treatment failure with 2 preferred SSRIs. One trial must be the
generic formulation or IR formulation if CR formulation reqtesl.

Brisdelle: The indication for use is moderate to severe vasomotor symptoms
(VMS) associated with menopause. AND The patient has tried and failed
generic paroxetine.

Paroxetine suspension, Paxil suspension, Escitalopram solution, Lexapro
solution: The patient has a requirement for an oral liquid dosage form. ANI
The patient had a documented side effect, allergy, or treatment failure witt
preferred SSRIs. If the request is for the brand product, the patient also h¢
documented intolerance to thengeic equivalent.

Fluoxetine tablet: Prescriber must provide a clinically compelling reason why
patient is unable to use capsules

Fluoxetine 90mg, Prozac Weekly:The patient has been started and stabilized
the requested medication. (Note: samplesnot considered adequate
justification for stabilization.) OR The patient failed and is not a candidate

daily fluoxetine. AND The prescriber provides clinically compelling rationale
for

onceweekly dosing. AND If the request is for ProA&eekly, the patient has :
documented intolerance of fluoxetine 90 mg capsules.

Document clinically compelling information supporting the choice of a non
preferred agent on a General Prior Authorization Form.

After a 4month lapse in use of a nqmeferred agent for a mental health
indication, or if there is a change in therapy, a lookback through claims
information will identify the need to fmitiate therapy following the PDL and
clinical criteria.

Brisdelle® (paroxetine)

Quantity Limit = 1 capsule/day

Celex&* (citalopram)

FDA maximum recommended dose = 40 mg/day
esci t a blaipnicampéare te Lexap%solution)
FDA maximum recommended dose = 20 mg/day,
Fluoxetin®Tablets

FDA maximum recommended dose = 80 mg/day

fluoxetineA 90 mg Bpompa
FDA maximum recommended dose = 90 mg/week

LexapréFD (escitalopam)
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs)

fluvoxami ne CRA Rpompare
FDA maximum recommended dose = 300 mg/day,
Quantity limit = 2 capsules/day

paroxetine suspeil@ssmsp)nA (
FDA maximum recommended dose = 60 mg/day

Paroxetine CRA @)compar e
FDA maximum recommended dose = 75 mg/day

Paxif®* (paroxetine) FDA maximum recommended dos
=60 mg/day

Paxif® suspension (paroxetine)
FDA maximum recommendéddse = 60 mg/day

Paxil CR® (paroxetine CR)
FDA maximum recommended dose = 75 mg/day
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Pexev® (paroxetine)

FDA maximum recommended dose = 60 mg/day
Proza®+ (fluoxetine)

FDA maximum recommended dose = 80 mg/day
Prozac Week@ (fluoxetine)

FDA maxmum recommended dose = 90 mg/week
Sarafer® (fluoxetine pmdd)

FDA maximum recommended dose = 80 mg/day
Zoloft®* (sertraline)

FDA maximum recommended dose = 200 mg/day,
Quantity limit = 1.5 tabs/day (25 mg & 50 mg tabs)

TRICYCLICS 1 Length of Authorization: Duratio n of Need for Mental Health Information, 1 Year for Other Indications

N i®x i i Criteria for approval of ALL non -preferred drugs: patient has been stad

AMI TRI PTYLI NEA i@)f orm f‘nr?]firamlﬁf éclrc;r?lpr:a:me% amoat e A c¢: andstabilized on the requested medication. (Note: samples are not consic
FDA maximum recommended dose = 300 mg/ p. S adequate justification for stabilization.) OR the patient meets additional cri
AMOXAPI NEA (formerly Norpramirf™* (desipramine) as outlined below.
CLOMI PRAMI NEA (compat PameloP* (nortriptyline) Imipramine Pamoate: The patient has had a documented side f_fe(_:t, all&_mg
DESI PRA IY“ NEA ( c onmp)ar ( Surmonti@ (trimipramine) :;%?értnst-ant failure to 3 preferred TCAs, one of which must be imipramine
DOXEPI NA ( f‘ or Qﬂ)e rly Si Tofrani®* (imipramine) All other non-preferred agents: The patient has had a documented side effect
I MI PRAMI NEA (compar e FDAmaximumrecommended dose =300 mg/day allergy, or treatment failure to 2 or more preferred TCAs. One trial must be
FDA maximum recommended dose = 300 mg/ AB rated geeric formulation if available
NORTRI PTYLI NEA (for me Limitation: Chlordiazepoxide/amitriptyline and amitriptyline/perphenazine

compare to Pamelor®) combinations are not covered. Generic agents may be prescribed separa

NORTRIPTYLINE Oral Solution
PROTRI PTYLI NEA

ANTI-DIABETICS
ALPHA -GLUCOSIDASE INHIBITORS

ACARBOSEA (c ocns@))a re to F Precos®* (acarbose) Precose:patient must have a documented intolerance to generic acarbose
GLYSET® (miglitol)

BIGUANIDES & COMBINATIONS
SINGLE AGENT

A Fortame® metformin ER Osmotic Fortamet, Glucophage XR, Glumetza, Metformin ER osmoticpatient has had
METFORMI NA ( C o mp 5{% e to @* ] ) a documented intolerance to generic metformin XR (if product has an AB |
METFORMI N XRA (compa®e Glucophage* (metformin) generic, there must have betrial of the generic)
COMBINATIO N Glucophage X@* (metformin XR) Glucophage, Glucovancepatient has had a documented side effect, allergy C

treatment failure with at least one preferred biguanide OR biguanide
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GLI Pl ZI DE/ METFORMI NA ®I ¢ Glumetz® (metformin ER) combination product (if a product has an AB raged generic, the trial muss

GLYBURI DE/ METFORMI NA (c - 5 generic)
® (¢ Metformin ER Osmotid (compare to Fortartig) Riomet: prescriber provides documentation of medical necessity for the spec
Glucovance) Glucovanc®* (glyburide/metformin) dosage form (i.e. inability to swallow tablets, dysphagia)
Riomef (metformin oral solution)
DIPEPTIDYL PEPTIDASE (DPP -4) INHIBITORS
PREFERRED AFTER CLINICAL CRITERIA NON-PREFERRED AFTERCLINICAL CRITERIA
ARE MET ARE MET
SINGLE AGENT Nesina@ (alogliptin) (Quantity limit=1 tablet/day) Januvia, Tradjenta: patient has had a documented side effect, allergy,
® b o ¥ o L contraindication OR treatment failure with metformin
JANUVIA™ (sitagliptin) §(Quantity Limit =1 Onglyza® (saxagliptin)(Quantity limit=1 tablet/day) Nesina,Onglyza: patient has had a documented side effect, allergy,
tablet/day) Janumet X? (sitagliptin/metformin ER) contraindication OR treatment faie with metformin AND patient has had a
(Qty limit=1 tab/day of 50/500 mg or 100/1000 mg or : documented side effect, allergy OR treatment failvith at least one preferre:
TRADJENTA® (linagliptin) (Quantity limit=1 tabs/day of 50/1000 mg) DPP-4 agent.
tab/day) Janumet: patient has had an inadequate response with Januvia OR Metformi
Jentadueto XR (linagliptan/metformin E@uantity limit monotherapy OR patient has been started amdigsed on Januvia and
=1 tab/day) Metformin combination therapy.
COMBINATION - . o i Kazano, Kombiglyze XR: patient has had a documented side effect, allergy O
JANUMET® (sitagliotin/metformi titv Limit Kaztggfdg?ghptln/metformln)(Quantlty limit=2 treatment failure with at least one preferrééPPt combination agent.
=2 tabl t(lsc; agliptin/metformin) JQuantity Limi i o ] ) Janumet XR, Jentadueto XR:patient is unable to takerlavia or Tradjenta in
= 2 tablets, ay). N _ _ Kombiglyze XF® (saxagliptin/metformin ERYQuantity combination with Metformin XR as the individual separate agents.
JENTADUETd@ (linagliptin/metforminYQuantity limit=1 tab/day) Jentadueto: patient has had an inadequate response with Tradjenta OR Metf
limit=2 tabs/day) monotherapy OR patient has been started and stabilized on Tradjenta anc
osen? (alogliptin/pioglitazon(Quantity limit=1 Metformin combinabn therapy o o
tab/day) Oseni: patient is unable to take Nesina and Actos (pioglitazone) as the indivic
separate agents (after meeting clinical criteria for each individual agent)
INSULINS
RAPID-ACTING INJECTABLE Afrezza ® Inhaledinsulin human) Apidra: patient has had a documented side effect, allergy OR treatment failu
HUMALOG® (insulin lispro) Apidra® (insulin glulisine) Novolag or Humalog
NOVOLOG® (Aspart) TOUJEO: Diagnosis of diabetes mellitdsND Prescriptdn is initiatedn
SHORT-ACTING INJECTABLE consultation withan EndocrinologisAND The patientis currently on insulin
HUMULIN R® (Regular) glargine U100 and cannot achieve glycemic control (defined as hemoglob
NOVOLINR®(ReguIar) Al_c O 7%) _ beca_L_Jse dose incr ea_s.e.s
INTERMEDIATE -ACTING INJECTABLE manipulatingdosing time or splitting the doséd the volume at the injection

site for each dose exceeds 1hbte: Pharmacy claims will be evaluated to

®
HUMULIN N (NPH) assess compliance with insulin glargine U100 therapy prior to Toujeo app!

NOVOLIN N® (NPH) Initial approval will be granted f6 months. For r@approval after 6 months,
Toujed (insulin glargine) the patient must have a documented improvement in hemoglobin Alc O

LONG-ACTING ANALOGS INJECTABLE Tresib&® Flextouch(insulin degludec) 0.5%.

LANTUS® (insulin glargine) Basaglar® (insulin glaine) TRESIBA FLEXTOUCH: Diagnosis of diabetes mellitus AND prescription is
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LEVEMIR® (insulin detemir)

MIXED INSULINS IN JECTABLE
HUMULIN 70/30% (NPH/Regular)
NOVOLIN 70/3¢® (NPH/Regular)

NOVOLOG MiIx 70/3¢° (Protamine/Aspart)
HUMALOG MiX 50/50% (Protamine/Lispro)
HUMALOG MIX 75/25% (Protamine/Lispro)

MEGLITINIDES
Single Agent Prandir® (replaglinide)

NATEGLI NI DEA ( c®mpare t Starlix®* (nateglinide)
REPAGLI NI DEA (c&®mpate t

COMBINATION Repaglinide/metformin
All products require PA
PEPTIDE HORMONES

Preferred Agents After Clinical Criteria Are Met
GLP-1 Receptor Agonists

Adlyxin® (lixisenatide)

Single Agents Byetta@ (exgryatide)
BYDUREON® (exenatide extendeelease) (@fanbACii=RpenEldays)

(Quantity Limit=4 vials/28 days) Tanzeum® (albiglutide)

initiated in consultation with an Endocrinologist AND the patient must have
documented treatment failure with BOTH preferlaag-actingagentsAND
For approval of U200, thegatient must currentlgeon Tresiba U100 and
cannot achieve glycemic control (
attempts as manipating dosing time or splitting the dose and tbkime at
the injection site for each dose exceeds Nuote: Initial approval will be
granted for 6 months. For-epproval after 6 months, the patient must have
documented i mprovement in hemogl o

BASAGLAR : Diagnosis of diabetes mellitus AND prescription is initiated in

consultation with an Endocrinol&iiAND the patient cannot achieve glycem
control (defined as hemoglobin ATz %J despite a &ear trial d Lantus.
Note: Pharmacy claims will be evaluated to assess compliance with Lantu
therapy prior to Basaglar approvhiitial approval will be grated for 6
months. For reapproval after 6 months, the patient must have a documente
i mprovement in hemoglobin Alc of

AFREZZA INHALED INSULIN:

1 Baseline PFT with FEV1I O 70 %

9 Patient does not have underlying lung disease (Asthma, COPD)

1 Patent is a norsmoker or has stopped smoking more than six month

prior to starting Afrezza

Patient is currently using a loragting insulin

Patient has failed to achieve

acting insulin in combination with a loragting insulin

1 Initial approval is for 3 months and improved glycemic control must |
documented for further approvals

= —a

Prandin,Starlix: patient has had a documented intolerance to geeguivalent.

Repaglinide/metformin: patient is unable to take repaglinide and metformin a:

the individual separatagents.

Bydureon/Victoza: patient has a diagnosis of type 2 diabetes. AND patient is

least 18 years of age. AND patient has had a doadeaiaide effect, allergy,
contraindication or treatment failure with metformin.

Adlyxin/ Byetta/Trulicity /Tanzeun patient has a diagnosis of type 2 diabetes

AND patient is at least 18 years of age AND patient has had a documente
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vicTozA® (iraglutide)
(Quantity Limit=3 pens/30 days)

COMBIN ATION AGENTS
All products require PA

Amylinomimetics
All products require PA

Trulicity® (dulaglutide)

Soliqu# (insulin glargine/lixisenatide)
QL =3 pens/25 days

Symlin® (pramlintide)

No Quantity Limiepplies

Xultophy® (insulin degludec/liragtide)

SODIUM-GLUCOSE CO-TRANSPORTER 2 (SGLT2) INHIBITORS AND COMBINATIONS

Preferred After Clinical Criteria Are Met

FARXIGA® (dapaglifiozin)
(Quantity limit = 1 tablet/day)

JARDIANCE (empagliflozin)
(Quantity limit = 1 tablet/day)

SULFONYLUREAS 2N° GENERATION

X ®
GLI MEPI Rl DE Ao Afharyd np a r

GLI Pl ZI DEA (cofpare

GLI Pl ZI DE ERA (compart

GLYBURI DEA
GLYBURIDE MICRONIZED
THIAZOLIDINEDIONES & COMBINATIONS

Preferred After Clinical Criteria Are Met
SINGLE AGENT

POGLI TAZONEA (c®wpare

COMBINATION

Pl OGLI TAZONE/ GLI MEPI R

Glyxambi® (empagliflozin/ linagliptin)Quantitylimit

=1 tablet/day)

Invokamet (canagliflozin/metformin)
(Quantity limit = 1 tablet/day)

Invokame® XR (canagliflozin/metformin ER)

Invokand® (canagliflozin)

(Quantity limit = 1 tablet/day)
Synjardy? (empagliflozin/metformin)
(Quantity Limit = 2 tablet/day)
Synjardy? XR (empagliflozin/metformirER)
(Quantity Limit = 1 tablgtay)
Xigduo XR® (dapagliflozin & metformin ER)
(Quantity limit 5/2000mg = 2/day)
(Quantity limit All Other Strengths = 1/day)

Amaryl®* (glimepiride)
Glucotrof®* (glipizide)

Glucotrol XL®+ (glipizide ER)
GlynaséFD (glyburide micronized)

Actos® (pioglitazone)
Avandid® (rosiglitazone)

Actoplus Mef® (pioglitazone/metformin)
Actoplus Met XR (pioglitazone/metformin ER)

effect, allergy, comtindication or treatment failure with metformiiND
patient has a documented side effect, allergy, contraindication, or treatme
failure with Victozaor Bydureon.

Soliqua/Xultophy: patient has a diagnosis of type 2 diabetes AND patient is a
least 18 yars of age AND patient has had a documented side effect, allerg
contraindication or treatment failure with metformin AND patient cannot
achieve glycemic control (defined as hemogiobiAl ¢ O 7 %) wi
GLP-1 receptor agonistsed in combination withantusor Levemir.

Symlin: patient has a diagnosis of diabetes mellitus. AND patient is at least 1
years of age. AND patient is on insulin.

Patient is 18 years of age or older AlgBtient has a diagnosis of type 2 diabete
mellitus and has had an inadequate response to diet and exercise alone ANL
patient has had a documented side effect, allergy, contraindication OR treatn
failure with metformin.
Invokana additional criteria:
1 Paient has a documented side effect, allergy, or contraindication to
Jardianceor Farxiga
Invokamet/Invokamet XR/Synjardy/ Synjardy XR/Xigduo XR® additional
criteria:
1  The patient has documentation of a failure of therapy Jatkiancer
Farxigaused irrombination with metformin/metformin XR
Glyxambi additional criteria:
1 Thepatient has documentation of a failure of therapy with the
combination of the preferred SGL2 plus a preferred 2m#hibitor

Patient mushave a documented side effect, allergy or treatment failure to two
preferred sulfonureas. If a product has an AB rated generic, one trial mus
the generic.

Actos (pioglitazone), Actoplus Met, Duetact, Pioglitazone/MetforminPatient
has been started and stialed on the requested medication OR patient has |
a documented side effect, allergy, contraindication OR treatment failure w
metformin AND if the request is for brand Actos Met or Duetact, patient he
documented intolerance to the generic product.

Actoplus Met XR: patient has been started AND stabilized on the requested
medication OR patient has had a documented treatment failure with genel

28



Duetac@) § (Quantity Limit = 1 tablet/day) Duetac? (pioglitazone/glimepiride) Metformin XR OR patient has had a documented treatment failure OR has

Pl OGLI TAZONE/ METF ORMI (Quantity Limit = 1 tablet/day unable to be adherent tawice daily dosing schedule of Actoplus Met
resulting in a significant clinical impact.
Actoplus Me@) §

Avandia: patient has been started and stabilized on the requested medicatior
appears to be benefiting from it and the patient acknowledges that they
understand thasks OR patient is unable to achieve glycemic control using
other medications (including a documented side effect, allergy,
contraindication or treatment failure with metformin).

ANTI-EMETICS

5HT3 ANTAGONISTS: Length of Authorization: 6 months for chemotherapy or radiotherapy; 3 months for hyperemesis gravadarum, 1 time for prevention of post-op
nausea/vomiting: see clinical criteria. Monthly quantity limits apply, PA required to exceed.

ONDANSETRON A I njecti on Akynzed (nutupitant/palonosetron) Akynzeo: Has a diagnosis of nausea and vomiting associated with cancer
Oglulz1 rf‘ntgl Sﬁgfgﬁgl/ (g ; riaximum of 30 days | Anzeme® (dolansetron) 50 mg (4 tabs/28 days) chemotherapy_AND patignt_ has a documented §ide effect, altargyeat.ment
o ) Anzeme@ (dolansetron) 100 M@ tabs/28 days) Lallure o:ha regimen consisting of aHbI'3 antagonist, an NK1 antagonist, anc
A examethasone
ONDANSETRONA ODT i A® . . " . .
Quantity Limit= 3 tabs/day, maximum of 30 days f Granisetron 'i“®) ( han(B taibe/28 biays) K Anzemet: has a diagnosis of nausea and vomiting associated with cancer
fill ! Grani setronA”)(neceblener | y K chemotherapy. AND patient has had a documented side effect, allergy, or
OndansetronA (generic) ( treatment failure to generic ondansetron.
sancus® 3.1 mg/24 hrs Transdermal Patch Granisetron: patient has a diagr_losis of nausea anq vomiting associated with
(granisetron) (Qty Limit = patcteg28 days) cancer chemotherapy or radlqtherapy. AN[_) patient has had a documente:
Susto (granisetron) injection 10mg/0.4ml effe.ct, aIIergy, or treatme_nt fallu_re to generic ondans_etron. _ _
QL = 4 injections per 28 days Zofran: The patient has a diagnosis of nausea and vomiting associated with

chemotherapy, radiotherapy, pagierative nausea and vomiting (1 time only
or hyperemesis gravadarum. AND patient must have a documented intole
Zofran®* (ondansetron) Oral Tablets and ODT 4 mg ( to the corresponding geric ondansetron product (tablets, orally disintegrati
tabs/28 days), tablets (ODT), oral solution or injection). If the request is for oral solution,
8 mg (6 tabs/28 days) patient must be unable to use ondansetron ODT or ondansetron tablets.
Ondansetron Oral Sol: patient has a diagnissof nausea and vomiting associate
with cancer chemotherapy, radiotherapy, pastrative nausea and vomiting

Zofrar®+ (ondansetron) Injection

zofrar® (ondansetron) Oral Solutighmg/5 ml

Zuplen? (ondansetron) Oral Soluble Film time only) or hyperemesis gravadarum. AND patient is unable to use
(Quantity Limit =12 films/28 days (4 mg), 6 films/28 ondansetron ODT or ondansetron tablets.
days (8 mg)) Sancuso:patient has a diagisis of nausea and vomiting associated with cance

chemotherapy. AND prescriber provides documentation of medical neces:
for the transdermal formulation. OR patient has had a documented side ¢
allergy or treatment failure with generic ondansetro

Sustol: Patient has a diagnosis of nausea and vomiting associated with cance
chemotherapy or radiotherapy AND prescriber provides documentation of
medical necessity for the specialty dosage form (i.e. inability to swallow
tablets, dysphagia) AND thmatient has a documented side effect, allergy, o

29



MISCELLANEOUS (PREGNANCY)

NK1 ANTAGONISTS
Preferred After Clinical Critera Are Met

EMEND® (aprepitant) 40 mg (1 cap/28 days)

I EMEND® (aprepitantB0mg (2 caps28days)

I EMEND® (aprepitantl25mg (L cap28 days)

I EMEND® (aprepitant) Trfold Pack (1 pack/28
days)

I To be prescribed by oncology practitioners ONLY

Diclegis® (10 mg doxylamine succiratind 10 mg
pyridoxine hydrochloride) DR tabléQL= 4
tablets/day)

Varuhi® (rolapitant)Quantity Limit = 4 tabs/ 28 days

treatment failure wittbndansetron injection and Sancuso transdermal.

Zuplenz: patient has a diagnosis of nausea and vomiting associated with can
chemotherapy or radiotherapy. AND prescriber providesighentation of
medical necessity for the specialty dosage form (i.e. inability to swallow
tablets, dysphagia) AND a clinical rationale as to why ondansetron ODT is
a suitable option for the patient.

CRITERIA FOR APPROVAL (to exceed guantity limit):

Zuplenz: For nausea and vomiting associated with chemotherapy or radiatior
therapy, 3 tablets for each day of chemotherapy/radiation and 3 tablets fol
day for 2 days after

completion of chemotherapy/radiation may be approved.

Anzemet: For nausea ahvomiting associated with chemotherapy, 1 tablet for
each day of chemotherapy and 1 tablet for 2 days after completion of
chemotherapy may be approved.

Granisetron: For nausea and vomiting associated with chemotherapy, 2 tabl
for each day of chemagiapy and 2 tablets for 2 days after completion of
chemotherapy may be approved. OR For nausea and vomiting associate
radiation therapy, 2 tablets for each day of radiation may be approved.

Sancuso: For nausea and vomiting associated with chennaphe 1 patch for
each chemotherapy cycle may be approved.

Limitations: Aloxi and Anzemet injection are not considered outpatient
medications and are not covered in the pharmacy benefit.

Patient has a diagnosis of nausea and vomiting of pregnancy AND Patient
tried and had an inadequate response to conservative management (i.e. ¢
in dietary habits, ginger, ocapressure) AND Patient has tried and had an
inadequate response to generic doxylamine and generic pyridoxine (Vitan
B6) AND Patient has tried and had an inadequate response to generic
ondansetron.

Emend (aprepitant) 80 mg, 125 mg, and Triold pack: medication will be
prescribed by an oncology practitioner. AND patient requires prevention o
nausea and vomiting associated with moderate to highly gew@tocancer
chemotherapy. AND The requested quantity does not exceed one 125 mg
two 80 mg capsules OR one “Fold Pack per course of chemotherapy.
Patients with multiple courses of chemotherapy per 28 days will be approy
quantities sufficient fothe number of courses of chemotherapy.

Emend 40mg:patient requires prevention of postoperative nausea and vomiti
AND The requested quantity does not exceed one 40 mg capsule per surg
course of anesthesia. Patients with multiple surgeries osenof anesthesia
in a 28day period will be approved quantities sufficient for the number of
surgeries or courses of anesthesia.

Varubi: Medication will be prescribed by an oncology practitioner AND patier
requires prevention of nausea and vomiting daased with moderate to highly
emetogenic cancer chemotherapy AND the requested quantity does not e
4 tablets per 28 days AND the patient has had a documented side effect,
allergy, or treatment failure with Emehd
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THC DERIVATIVES
Dr onabi nadtcdMarind® mp Pharmacology:Marinol® is a schedule Il cannabinoid agent containing the s:

active ingredient, tetrahydrocannabinol, as marijuana. While its exact
mechanism of action is unknown, it is specudateinhibit medullary activity
as well as suppress prostaglandin and endorphan synthesis. Cesamet® i<
schedule Il synthetic cannabinoid that acts by activating the endocannabir
receptors, CB1 and CB2, which are involved in nausea/vomiting regulatior
Both Marinol® and
Cesamet® are FDApproved for use in chemotherapy associated nausea ¢
vomiting refractory to conventional antiemetics. In addition, Marinol® is
indicated for patients with AlID®elated anorexia or wasting syndrome.

Dronabinol/Mar inol: patient has a diagnosis of chemotherapuced
nausea/vomiting AND patient has had a documented side effect, allergy, ¢
treatment failure to at least 2 antiemetic agents, of which, one must be a
preferred 5HT3 receptor antagonist. If the requefin Marinol, the patient
must additionally have a documented intolerance to generic dronabinol. C
patient has a diagnosis of AIDS associated anorexia. AND patient has hac
adequate response, adverse reaction, or contraindication to megestrol ace
If the request is for Marinol, the patient must additionally have a documen
intolerance to generic dronabinol.

Cesamet:patient has a diagnosis of chemotheragmuced nausea/vomiting ANC
patient has had a documented side effect, allergy, antemnt failure to at least
2 antiemetic agents, of which, one must be a preferred 5HT3 receptor

Marinol® (dronabinol)
Cesamé? (nabilone)

antagonist.
ANTI-HYPERTENSIVES
ACE INHIBITORS
N ® : ; Epaned Oral Solution (Patients > 12 years old)patient has a requirement for ¢
Accupril~* napril
BENAZEPRILA (co m(%) are t Altatcj;g@l) (R(g#]IipriT) " oral liquid dosage form (i.e. swallowing disorder, inability to take oral
Captopril medications).

Qbrelis Oral Solution: patient has a requirement for an oral liquid dosage form (i
swallowing disrder, inability to take oral medications) AND has a side effect,
allergy, or treatment failure to Epaned oral solution.

ENALAPRI LA (co r@p) are to Epane@ (enalapril) oral solution (age12 years old)

EPANEDP (enalapril) oral solution (ag< 12 years Lotensirf’* (benazepril)

old) Mavik®= (trandolapril) Other ACE Inhibitors: patient has had a documented side effect, allergy, or
FOSI NOPRI LA (f g@) merly N perindopril treatment failure to all available preferred generic ACIER medication has
Moexepril an AB rated generic, there must have been a trial of the generic formulatic

@y s .
A Prinivil=* (lisinopril)
LI SENOPRI'LA (comp a@)e to Qbreli€® (Lisinopril) 1mg/ml solution

QUI NAPRILA (coffyare to Vasotet(enalapri)
RAMI PRILA (co®pare to p Zestrif®* (lisinopril)

TRANDOLAPRILA (c®mpare
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ACE INHIBITOR W/ HYDROCHLOROTHIAZIDE

BENAZEPRI L/ HYDROCHL OROT accyreti®* (quinapril/HCTZ) ACE Inhibitor/Hydrochlorothiazide combinations: patient has had a

L HCT® . . documented side effect, allergy, or treatment failure tawallable preferred
(compare to LotensiHCT ) Lotensin HC®* (benazepri/HCTZ) generic ACEI/Hydrochlorothiazide combination. If a medication has an AB
CAPTOPRIL/HYDROCHLOROTHIAZIDE . v i@+ lapri/HCTZ : . : .
ENALAPRIL/HYDROCHLOROTHIAZI DE A aseretic’* (enalapri ) rated generic, there must have been a trial of the generic formulation.

o )
(compare to Vasere@c) Zestoreti® (lisinopril/HCTZ)
FOSI NOPRI L/ HYDROCHLORO1

(formerly Monopril HC‘I®)
LI SI NOPRI L/ HYDROCHLOROI1

(compare to Zestoref®;
MOEXI|I PRI L/ HYDROCHLOROTF

(formerly Uniretié@)
QUI NAPRI L/ HYDROCHLOROTF#

(compare to Accuret@)
ACE INHIBITOR W/CALCIUM CHANNEL BLOCKER

AMLODI Pl NE/ BENAZEPRI L®)ﬁ Lotrel®* amlodipine/(benazepril) Lotrel, Tarka: The patient has had a documented side effect, allergy, or

TRANDOLAPRILNVERAPAMIL (Tarka®) Prestalia® (perindopril/amlodipine) treaFment failure to the generic formulation. _

Prestalia: The patient has had a documented side effect, allergy, or treatmen
failure to amlodipine/benazepril AND the patient is unable to take perindoj
and amlodipine as the individual separate agents.

Tarkd® (trandolopril/verapamil)

ANGIOTENSIN RECEPTOR BLOCKERS (ARBS)

IRBESARTANA (compa @)e?; t o Av Atacan® (candesartan) Atacand, Avapro, Benicar, Candasartgn,Cozaar, I?iovan,Edarbi,
LOSARTANA (co m(FB) Sre to Avapro® (irbesartan) Eprosartan, Olmesartan, and Telml.sartan.: Patient has had 3docu_mented
MICARDIS® (telmisartan) Benica® (olmesartan) § side effect, allergy, or treatmgnt fallure with a preferred Angloten3|p Recey
Blocker (ARB) or ARB combination. AND If brand name product with gene
VALSARTANA (compa r@é to DiccandesartanA (@)& mpare tc available, the patient has had a documented intolerance wigeiegic
CozaaP (losartan) product.
Diovarf® (valsartan) §

Edarb® (azilsartan) Tablet
(Qty Limit = 1 tablet/day)
Eprosartan
Olmesartan (compare to Beni®pr
Tel misartanA (®empare to
ANGIOTENSIN RECEPTOR BLOCKER/DIURETIC COMBINATIONS
| RBESARTAN/ HYDROCHL ORO1 Atacand HCT (candesartan/hydrochlorothiazide) Atacand HCT, Avalide, Benicar HCT, candesartan/HCTZ, Diovan HCT,

(compare to Avaliu@) § Avalide® (irbesartan/hydrochlorothiazide) Edarbyclor, Hyzaar, and Telmisartan/HCTZ: patient has had a documente
LOSARTAN/ HYDROCHL OROTHI Benicar HCP (olmesartan/hydrochlorothiazide) side effect, allergy, or treatment failure with a preferred

(compare to Hyza% 8§ candesartan/ hydrochl or ot ARB/Hydrochlorothiazideombination AND If brand name product with
MICARDIS HCT® (telmisartan/hydrochlorothiazide) HCT®) 8 generic available, the patiginas had a documented intolerance with the
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VALSARTAN/HYDROCHL OROTHI AZI
(compare to DiovahiCT®) 8§

Diovan HCT® (valsartan/hydrochlorothiazide)

Edarbyclo@ (azilsartan/chlorthalidone) Tablet
(Qty Limit = 1 tablet/day)

Hyzaa@ (losartan/hydrochlorothiazide)

Tel mi sartan/ hydrochl orot

HCT®) &
ANGIOTENSIN RECEPTOR BLOCKER/CALCIUM CHANNEL BLOCK COMBINATIONS

Preferred After Clinical Criteria Are Met

Azor®(o|mesaran/amlodipineXQL =1 tablet/day)

VALSARTAN/AML ODI Pl NEA

(coml (QL =1 tablet/day)
Exforge®)(QL= 1tab/day)

Exforge® (valsartan/amlodipingQL = 1 tab/day)
Olmesartan/amlodipine (compare to AZpr

Twynste@ (amlodipine/telmisartar(QL = 1 tablet/day)

ANGIOTENSIN RECEPTOR BLOCKER/CALCIUM CHANNEL BLOCKER/HCTZ COMBO

Preferred After Clinical Criteria Are Met

EXFORGE HC®

(amlodipine/valsartan/hydrochlorothiazide) §
(Quantity Limit = 1 tablet/day)

Tribenzof
(amlodipine/olmesartan/hydrochlorothiazide)
(QL = 1 tablet/day)

VALSARTAN/AMLODIPINE/HCTZA cofnpare to

Exforge HC'@) (QL = 1/day)
ANGIOTENSIN RECEPTOR BLOCKER/MISCELLANEOUS COMBINATIONS
Preferred Agent After Clinical Criteria Is Met Byvalsor? (Nebivolol/Valsartan)
ENTRESTE® (valsarta/sacubitril) (QL = 2

tabs/day)

aml odipine/tel mi safyanA

generic product.

Valsartan/amlodipine, Exforge: patient has had a documented side effect,
allergy, or treatment failure to an angiotensin converting enzyme inhibitor
(ACEI), an ACEI combination or any other angiotensin receptor blocker
(ARB) or ARB combinatiorAND if the requst is for Exforge, the patient has
had a documented intolerance with the generic product.

Azor, Amlodipine/Telmisartan, Olmesartan/amolodipine,
Olmesartan/amlodipine/HCTZ and Twynsta: The patient has had a
documented side effect, allergy, or treatmertifaito an angiotensin
converting enzyme inhibitor (ACEI), an ACEI combination or any other
angiotensin receptor blocker (ARB) or ARB combinathddD if the request is
for a brand name product with generic available the patient has had a
documented intol@nce with the generic.

Valsartan/amlodipine/HCTZ, Exforge HCT, Tribenzor: patient has had a
documented side effect, allergy, or treatment failure to an angiate
converting enzyme inhibitor (ACEI), an ACEI combination or any other
angiotensin receptor blocker (ARB) or ARB combination.

Entresto®: Diagnosis of chronic heart failure NYHA ClasslllV.  AND Ac
years of age AND left ventricular
angioedema or unacceptable side effects during receipt of ACE inhibitor o
ARB AND not to be used concomitantlytivialiskiren in patients with diabete
or concurrently with an ACE inhibitor or other ARB AND no severe hepatic
impairment (ChildPugh C).

Byvalson: The patient must have a documented side effect, allergy, or treatment
failure to at least 3 preferred bétackers and a preferred ARB used in
combination AND is unable to take Bystolic and valsartan as the individual
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BETA BLOCKERS

SINGLE AGENT
ACEBUTOLOLA

ATENOLOLA (comp&®re to T

Bl SOPROLOL FUMARATEA
CARVEDI LOLA Caed®npare to

LABETALOLA (comPare to

METOPROLOL TARTRATEA (¢

Lopresso@)
METOPROLOL SUCCI NATE XL

Toprol XL®)

PI NDOLOLA (fcd®merly Vis
PROPRANOLOL

PRCPRANOLOL ER (compare to Inderal 1%
SOTALOLA ( c o pap& BatapaceoAPp e

BETA-BLOCKER/DIURETIC COMBINATION
ATENOLOL/ CHLORTHALI DONE

Tenoretié@)
Bl SOPROLOL/ HYDROCHLOROT

(compare to Zia@)
METOPROLOL/ HYDROCHLOROI1

(compare to Lopressor H(,®5

CALCIUM CHANNEL BLOCKERS

separate agents.

Betapac@* (sotalol) Non-preferred drugs (except Coreg CRand Hemangeq): patient has had a
Betapace AR (sotalol) documented side effect, allergy, or treatment failure to at least three prefe
Betaxolol drugs. (If a medication has1 AB rated generic, one trial must be the generi
Bystolic® (nebivolol)(QL = 1 tablet/day for 2.5 mg, 5 mi formulatlon.). i . . .
and 10 mg Coreg CR: Indication: Heart Failurepatient has been started and stabilized ol
tablet strengths, 2 tablets/day for 20 mg tab) Coreg CR. (Note: Samples are not considered adequate justification for
Coreé®* (carvedilol) stabilization.) OR patient has hadecumented side effect, allergy, or

treatment failure to metoprolol SR or bisoprolol. AND patient has been uni

Coreg CR? (carvedilol CRYQL = 1 tablet/day to be compliant with or tolerate twice daily dosing of carvedilol IR.

Corgar®* (nadolol) Indication; Hypertensionpatient has been started and stabilizecCoreg CR.
Hemanged? oralsolution (propranolol) (Note: Samples are not considered adequate justification for stabilization.)
Inderal LA®* (propranolol ER) patient has had a documented side effect, allergy, or treatment failure to
Inderal XL® (propranolol SR) 3(three) preferred anliypertensive bethalockers.

Innopran XL® (propranolol SR) Hemangeol:indication for use ishe treatment of proliferating infantile
Lopresso@* (metoprolol tartrate) hemangioma

Nadolol

Soriné® (sotalol)

Tenormirf®x (atenolol)

TimololA (foPmerly Bloca
Toprol XL ®x (metoprolol sacinate XL)

Trandat@ * (labetaolol)

Corzid® (nadolol/bendroflumethiazide)

Lopressor HCP+ (metoprolol/HCTZ)
Propranol ol /HCTZA (for me
Tenoreti®* (atenolol/chlorthalidone)

Ziac®+ (bisoprolol/HCTZ)

Dutopro@ (metoprolol succinate
XR/hydrochlorothiazide)

Nadol oI/bendroqumetl@Daz
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SINGLE AGENT
Dihydropyridines
AFEDITAB®CR A (nifedipine

Adala® cC)
AMLODI PI NE A (c®npar e
FELODI P (folmer Rignd)

NI FEDI P | (boEpale R Pracard®
NI FEDI PI NE SR osmotic

Procardi XL)
NI FEDI PI NE SR A ®cep mp:

Miscellaneous

CARTIA®XT A (diltiazem ¢
Cardizen@CD)
DILT-XRPA (diltiazem SR)

DILTI AZEMA (comBlar e
DILTI AZEM ERA (cofpare

DILTI AZEM SR A (c®cmpal
DILTI AZEM SR A

TAZTIA® X T (ditiazem ER, compare to
Tiazaé@)

VERAPAMI LA (co®pare ¢t
VERAPAMI L CRA (cofhpar

t

VERAPAMI L SRA 120 mg,
360 mg (ompare to

Verelar@)

VERAPAMI L SRA 100 mg,

(compare to Verelan P@b

Note: Please refer to the Artlypertensives:
Angiotensin Receptor Blockers (ARBs) PDL
category for ARB/CCB combination therapies

CENTRAL ALPHA AGONISTS

ORAL
Tablet

CLONDI DNE | RA Tabl ets

Adalat” CC* (nifedipine SR)
DiltiazemER 12hour capsules (formerly Cardiz88R)

Isradipine (formerly Dynaci@)
Nicardipine

Nimodipine

Ni sol di pine
Norvas®* (amlodipine)
Nymalize® (nimodipine) Oral Solution
Procardid* ifedipine IR)

Procardia XL* (nifedipine R osmotic)
Sular” (nisoldipine)

ER% (compar e

calaP* (verapamil)
cala® SR* (verapamil CR)

Cardizer®* (diltiazem)
Cardizer® CD* (diltiazem SR)
Cardizen® LA (diltiazem SR)

Diltiazem ERA/ Mat zi n®LA9\1

Tiaza®* (diltiazem ER)
Verelar®* (verapamil SR 120 mg, 180 mg, 240 mg an
360

Verelan~ PM* (100 mg, 200 mg and 300 mg)

Catapre@* (clonidine) Tablet

Criteria for approval (except as noted below:)patient has had a documented
side effect, allergy, or treatment failure to at least three preferred. difugs
medication has an AB rated generic, one trial must be the generic formula

Nymalize: patient has been started and stabilized on the requested medicatic
(Note: samples are not considered adequate justification for stabilization.)
patiert has a medical necessity for a specialty dosage form (i.e. dysphagis
swallowing disorder).

Cataprestablets: Patient has a documented intolerance to the generic produc

Clonidine Patches (generic):patient has a documented intolerance to brand
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Catapres@) CatapresI TS patches

GUANFACI NE | RA Tabl ®t
METHYLDOPAA Tablets

TRANSDERMAL o Clonidine (compare to Catapr&3'S) Transdermal Patct
CATAPRESTTSP® (clonidine) Transdermal Patc (Qty Limit = 1 patch/7 days)

(Qty Limit = 1 patch/7 day)
GANGLIONIC BLOCKERS

All products require a PA Vecamyl tabs: Patient has a diagnosis of moderately severe or severe
hypertension AND patient has tried and failed, intolerant to, or contraindic.

to at least THREE different antihypertension therapies of different mechar

Vecamyl®* (mecamylamine) Tablet

of actions.
RENIN INHIBITOR
SINGLE AGENT Tekturna: patient is NOT a diabetic who will continue on therapy with an ACI
Tekturn® (aliskiren)(Quantity Limit = 1 tablet/day) or ARB AND patient has diagnosis of hypertension. AND patient has had
COMBINATIONS documented side effect, allergy, or treatment failure with an angiotensin

Receptor Blocker (ARB).
kturna HCT: the patient must meed criteria as listed abovd é&kturna and is
unable to uséhe indivdual separate agents.

Tekturna HCP (aliskiren/hydrochlorothiazidgRuantity 1o
Limit = 1 tablet/day)

ANTI-INFECTIVES ANTIBIOTICS
CEPHALOSPORINS 15T GENERATION

Cephalexin Tabs:patient has had a documented intolerance to cephalexin ge

CAPSULES/TABLETS ;
CEFADROXI LA Capsules, T (K:eeﬁgfcﬁx'fe;ﬁgﬁin) Capsules capsules.
Duricel®) Keflex: patient has had documented side effect, allergy, or treatment failure 1
CEPHALEXI NA capsul & (c generic cefadroxil and cephalexin.
SUSPENSION Limitations: Cephalexin and Keflex 750 mg dosage strength not covered. Us
CEFADROXI LA Suspen s@r)) on alternative strengths.
CEPHALEXI NA Suspen®on
IV drugs are not managed at this time
CEPHALOSPORINS 2° GENERATION
CAPSULES/TABLETS Cefac| PER Tablet Cefaclor ER Tabs: patient has had a documented intolerance to cefaclor
CEFACL ORSULE A Ceftin™ (cefuroxime) tablet capsules.
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CEFPROZI LA (%omBrEar |y C
CEFUROXI ME A ( c®maBarTe t

SUSPENSION
CEFACLOR SUSPENSION

CEFPROZI LA ( f®%SUSRENSIQN Ce

IV drugs are not managed at this time
CEPHALOSPORINS 3%P GENERATION

CAPSULES/TABLETS
CEFDI NI RA (f of)ewPsuLg omn

SUSPENSION
CEFDI NI RA ( f 0o®) SWSPENBIOR® mn

IV drugs are not managed at this time

KETOLIDES

Ceftin Tabs: patient has had a documented side effect, allergy, or treatment
failure to at least two of the following medicationsfaclor, cefprozil, and
cefuroxime. One trial must be the generic formulation.

Ceftin® (cefuroxime) suspension Ceftin Suspension: patient has had a documented side effect, allergy, or
treatment failure to both of the following suspensions: cefaclor and cefpro:

Ceda® (ceftibuten) capsule Spectracef tablet Cedax® Capsule, Cefditoren tablet, Ceftibuten capsule
gegpfodtm?mbe Sr?xgt"nt""‘glgtm Qe )I e (comp Cefpodoxime Proxetil tablets patient is completing a course of therapy wh
. was initiated in the hospital. OR patient has had a documented side effect

Supra>® (cefixime) Capsule allergy, or treatment failure twne preferrd cephalosporin.

Supraf® (cefixime) Chewable Tablets Cedax Susp, Ceftibuten SuspCefpodoxime Proxetil Susp, Cefixime Susp,
Suprax Susp patient is completing a course of therapy which was initiatec
the hospital. OR patient has had a documented side effect or treatment fa
to cefdirir suspension

Ceda® (ceftibuten) suspension

Cefixime suspension

Cefpodoxime proxetil suspension
ceftibutenAsusper®ion (c
Supra® (cefixime) suspension

Ketek: member is continuing a course of therapy initiated while an inpatient &
hospital. OR diagnosis or indication for the requested medication is
communityacquired pneumonia. AND member is atske8 years of age at
the time of the  request. AND member has no contraindication or a histt
hypersensitivity or serious adverse event, from any macrolide antibiotic. A
Infection is due to documented Streptococcus pneumoniae (including mul
drug resistant [MDRSP*] s.pneumoniae), Haemophilus influenzae, Moraxe
catarrhalis, Chlamydophila pneumoniae, or Mycoplasma pneumoniae ANI
member has had a documented therapeutic failure with all clinically
appropriate alternatives.  AND member doashawe any of the following
medical conditions: myasthenia gravis, hepatitis or underlying liver
dysfunction, history of arrhythmias (e.g. QTc prolongation, or antiarrhythm
therapy), uncorrected hypokalemia or hypomagnasemia, clinically signific:
bradycardia, a history of therapy with Class IA (e.g. quinidine or procainarn
or Class Il (e.g. dofetilide) antiarrhythmic medications.

Ketek® (telithromycin)
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MACROLIDES

Azithromycin R
AZI THROMYCI NA tabs, lic

(compare to Zithromax)
(Maximum 10 days therapy/30 days)

Clarithromycin R
CLARI THROMYCI NA ((@)Jmpar

Erythromycin

Fidaxomicin

IV drugs are not managed at this time

OXAZOLIDINONES
IV form of this medication not managed at this tim

azthr omyci nA tablets and
(compare to Zithromax)
(Maximum 10 days therapy/30 days)

Non-preferred agents (except as belowpatient has a documented sieféect,
allergy, or treatment failure to at léawo of the preferred medications. (If a

Az i t hr paoketo(dompAre to Zithrom@x product has an AB rated generic, one trial must be the generic.) OR patiet

(QL = 2 gramsffill) completing a course of therapy with the requested medication that was ini

Zithromax®* (azithromycin) tablets and liquid in the hospital.

QL = 5 days supply/RX, maximuir@ days therapy/30  Azithromycin/Zithromax packets: A clinically valid reason why the dose cann
days be obtained using generic azithromycin tablets AND If the request is for bt

Zithromax® (azithromycin) packet Zithromax, the patient has a documented intolerance to the generic produ

(QL=2 gramsffill) Azithromycin > 5 day supply: patient has a diagnosis of LgnDisease AND ha:
zmax® suspension (azithromycin extended release fc  had a documented side effect, allergy, or treatment failure to at least two ¢

oral suspension) ) following: doxycycline, amoxicillin, or a 2nd generation cephalosporin. For
QL = 5 days supply/RX, maximum 10 days therapy/3C o1y | yme disease, without neurologic or rheumatologic (arthritis)

days complications, the length of authorization is up to 10 days. For neurologic
rheumatologic Lyme disease, the length of authorization is up to 28 days (

Biaxin®* (clarithromycin) patient has a diagnosis of Cystic Fibrosis. (length of authorization up to 6
Clarithromycn RA (compa®XL) t o Bi months) OR patient has a diaxgis of HIV/immunocompromised status and

azithromycin is being used for

MAC or Toxoplasmosis treatment or prevention. (length of authorization uj

6 months) OR patient has a diagnosis of bacterial sinusitis AND has had
EESPA (eryt hromycin ethyl documented side effectjergy, or treatment failure to penicillin, amoxicillin,
ERY-TAB™ (erythromycin base, delayed release) or sulfamethoxazole/trimethoprim (Bactrim). (length of authorization up to

ERYTHROMYCI N BASEA . . . . L
ERYTHROMYCI N ETHYLSUCCI N days) OR patient has a diagnosis of severe bronchiectasis with frequent

s®) exacerbations (length of authorization up to@nths)
Erypeo® (erythromycin ethylsuccinate) DIfIC!dZ patientoés . di agno S.I s or indic a.lt i
Erythrocin (erythromycin steate) diarrhea (CDAD) AND patient has had a siféect, allergy, treatment failure
PCE Dispertaly (erythromycin base) or contraindication to metronidazole. OR prescriber provides a clinically
compelling ratbnale why metronidazole is not appropriate for the patient. (
Dificid® (fidaxomicin) table{Quantity limit =2 tablets patient has severe Clostridium difficile infection, history of recurrent
per day, 10 day supply per 30 days) infections). AND patient has had a sieéect, allergy, treatment failure or

contraindication to oral vancomycinpsules (Vancocin).

Sivextéo® (tedizolid) Quantity limit = 1 tabs/day) Criteria for Approval: patient has been started on intravenous or oral linezoli

ZyVOX o (linezolid) (QL = 56 tablets per 28 days) tedizolid in the hospital and will be finishing the course of therapy in an

Zyvox .(Ilnezgléd) suspenlsmrQ(L = 60 mi/day, outpatient setting OR patient has a documented blood, tissue, sputum, or
maximum 28 ays supply) culture that is positive for VancomyeResistant Enterococcus (VRE) specie
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PENICILLINS (ORAL)

SINGLE ENTITY AGENTS

Natural Penicillins .
PENI CILLI N V POTASSI@)MA
tablets, oral solution

PenicillinaseResistant Penicillips
DI CLOXACILLI NA Capsul es

Aminopenicillins

AMOXI CI LLI NA ( f®capades,| y
tablets, chewable tablets, suspension

AMPI CI LLI NA (f &ycapsules,y F
suspension

COMBINATION PRODUCTS
AMOXI ClI LLI N/ CLAVULANATE
Augmentin®) tablets, chewable tablets, suspensi

AMOXI| ClI LLI N/ CL AV U428mNgsSmIE
(formerly Augmentin ES ) suspension

QUINOLONES

Cl PROFLOXACI NA
suspension

LEVOFLOXACI N A ( c ®pabs, sok

(compar

OFLOXACI NA

Moxata@ (amoxicillin extended release) tablet
QL =1 tablet/day

Amoxicillin/clavul anated?/

XR®) tablets

Augmentir@*! (amoxicillin/clavulanate) tablets,
suspension

Augmentin xr® (amoxicillin/clavulanate) tablets
PA will be granted for 125 mg/5 mL strength for patier
< 12 weeks of age

Avelox® (moxifloxacin HCL)
Avelox ABC PACK® (moxifloxacin HCL)

Cipro® * (ciprofloxacin) tabs, oral suspension
Cipro XR® (ciprofloxacin)
ERA

ciprof oxaci n (c@)mpare

OR patient has a documented blood or sputum culture that is positive for
Methicillin-Resistant Staphylococcus species OR patient has a documentt
tissue or urine culture thé positive for MethicillinResistant Staphylococcus
AND patient has had a documented treatment failure with
trimethoprim/sulfamethoxazole OR there is a clinically valid reason that th
patient cannot be treated with trimethoprim/sulfamethoxazole.

Augmentin: patient has had a documented intolerance to the generic formule
of the requested medication. OR patient is < 12 weeks airayeequires the
125 mg/5 mL strength of Augmentin.

Amoxicillin/Clavulanate ER, Augmentin XR, Moxatag: prescriber must provid
a clinically valid reason for the use of the requested medication. Additione
for approval of brand Augmentin XR, the patiemust have a documented
intolerance to generic Amoxicillin/Clavulanate ER

Limitations: Brand Augmentin® Chewable tablets do not offer Federal Rebat
and therefore cannot be provided.

Cipro, Cipro XR, ciprofloxacin ER: patient has had a documented side effec
allergy, or treatment failure to generic ciprofloxacin immediatease tablets
or oral suspension. AND If the request is for Cipro XR or Cipro the patient
had a documented intolerance to the generic equivalent.

Avelox, Moxifloxacin: patient is completing a course of therapy with the
requested medication that wasdtiated in the hospital. OR patient has had a
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IV drugs are not managed at this time

RIFAMYCINS

Levaquit®” (levofloxacin) tabs,sol documented side effect, allergy, or treatment failure to levofloxacin. AND
the request is for Avelox, the patient has had a documented intolerance tc
generic moxifloxacin.

Levaquin (brand): patient has a@tumenéd intolerance with the generic
levoflocacin

moxifloxacinA ®compare t

Criterial for Approval: Based on Indication:

Hepatic Encephalopathy (Xifaxan 550 mg Tablets Only):patient has a

) ® e o diagnosis of hepatic encephalopathy. AND Patient has had a documentec
Xifaxan = (rifaximin) 550 mg TabletgQty limitdepends  gtfoct allergy, treatment failure or contraindication to lactulose. AND Quar

Xifaxan® (rifaximin) 200 mg TabletgQty limit
depends on indication)

on indication) limit is 2 tablets/day (550 mgblets only).
Travellerdés Diarr hea ( Xipdtienxhasra di2goBis «
travellerés diarrhea caused by no

Patient has had a documented side effect, allergy, treatment failure or
contraindicéion with a fluoroquinolone. AND Quantity limit is 9 tablets/RX
(200 mg tablets only).

Small Intestinal Bacterial Overgrowth (Xifaxan 550 mg or 200 mg Tablets:

patient has a diagnosis of SIBO. AND Patient has attempted dietary modifice
and has had documented side effect, allergy, treatment failure or
contraindication to (alone or in combination) one of the following:
Amoxicillin-clavulanate, cephalosporin, metronidazole, fluoroquinolone,
tetracycline, and trimethoprisulfamethoxazole. AND Quantitynit is 800
mg to 1,200 mg/day.

Irritable Bowel Syndrome (Xifaxan 550 mg or 200 mg Tablets)patient has a
diagnosis of irritable bowel syndrome without constipation or with symptor
of bloating. AND Patient has attempted dietary modification and haa had
documented side effect, allergy, treatment failure or contraindication to tw:
the following classes (one of whi
or in combination: amoxicillirclavulanate, cephalosporin, metronidazole,
fluoroquinolonetetracycline, trimethoprins ul f amet hoxaz ol
A Antispasmodics A Antidiarrheals
is
1,200 mg to 1,650 mg/day.

I nfl ammatory Bowel Di sease: Crohno
Tablets):pai ent has a diagnosis of Crot
documented side effect, allergy, treatment failure or contraindication to twi
the following: 6mercaptopurine, aminosalicylates, azathioprine,
corticosteroids, fluoroquinolone and/or metam@ole. AND Quantity limit is
600 mg to 1,600 mg/day.

Inflammatory Bowel Disease: Ulcerative Colitis (Xifaxan 200 mg Tablets):
patient has a diagnosis of Ulcerative Colitis. AND Patient has had a
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VANCOMYCIN

IV vanconycin products are not managed at this

i Vancocin® (vancomycin) Capsules
ime

VancomycinA (cohQapsules t o

documented side effect, allergy, treatment failure orragmdication to two of
the following: 6mercaptopurine, aminosalicylates, azathioprine,
corticosteroids, fluoroquinolone and/or metronidazole. AND Quantity limit
800 mg/day (4 x

200 mg tablets/day).

Clostridium difficile Diarrhea (Xifaxan 200 mg Tablets): patient has a
diagnosis of C. difficile diarrhea. AND Patient has had a documented side
effect, allergy, treatment failure or contraindication to metronidazole. ANI
Quantity limit is 800 mg/day (4 x 200 mg tablets/day).

Criteria for Approval: pati ent 6s di agnosi s or i
Staphyl ococcus aur e u tmdicatorRs gntidtie e n t
associated pseudomembranous colitis caused by Clostridium AND patien
had a therapeutic failure, adverse reaction or contraindication to metronidi
OR prescriber provides a clinically compelling rationale why metronidagole
not appropriate for the patient. (e.g. patient has severe Clostridium difficile
infection, history of recurrent infections). AND For approval of brand
Vancocin, the patient must meet the above criteria and have a documente
intolerance to the geric.

ANTI-INFECTIVES ANTIFUNGAL

ALLYLAMINES

TERBI NAFI NEA tabs ®0 @Lo=m Griseofulvin Ultramicrosize Tablets

Lamisi® tablets (terbinafine HOLQL = 30
tablets/month

30 tablets/month (therapy limit of 90 days)
GRISEOFULVIN MICROSIZE Cap, Tab, Susp,
Powder

AZOLES

\ ® i i
FLUCONAZOLEA (compar Cresemb® (isavuconazonium) Caps

tabs, suspension

KETOCONAZOLEA (f®tser traconazoleA (capmpare t
CLOTRI MAZOLE TrocheA Noxafil® (posaconazole) oral suspension

Mycelex®) Noxafil® (posaconazole) DR Tablets

Diflucan®x (fluconazole) tabs, suspension

Griseofulvin Ultramicrosize: patienthashad a documented side effect, allergy,
or treatment failure with terbinafine tabletsd a preferred formulation of
griseofulvin

Lamisil Tabs: the patient must have a documented intolerémgeneric
terbinafine.

Lamisil Granules: patient has a diagnosis of a Tinea capitis infection (confirn
with a positive KOH stain, PAS stain, or fungal culture). AND patient has &
requirement for an oral liquid dosage form. AND patient had ardented
side effect, allergy, or treatment failure with Griseofulvin suspension

Cresemba:
1 Diagnosis of either invasive aspergifisis or mucormycosis
1T Age O18 years ol d
1 Documented side effect, allergy, contraindication or treatment
failure with voriconazole
1  Completion of regimen started by hospital
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IV drugs are not managetlthis time.

(QL=93 tablets/30 days)

onmeP (itraconazol200 mg tablefQL=1 tab/day)
Oravig® (miconazole) 50mg buccal tablet

Sporano@ (itraconazole) caps, solution
vFend® (voriconazole) tabs, suspension
voriconazolé\(compare to VFer%) tabs, suspension

Itraconazole 100mg/Sporanox:patient has a diagnosis of invasive aspergillos

blasbmycosis, or histoplasmosis OR The patient has a diagnosis of a
fingernail/toenail onychomycosis infection (confirmed with a positive KOH
stain, PAS stain, fungal culture or physician clinical judgment) AND has a
documented sideffect, allergy, contrairidation, or treatment failure to oral
terbinafine AND meets at least 1 of the following criteria: Pain to affected i
that limits normal activity, Diabetes Mellitus, Patient is
immunocompromisedR Patient has diagnosis of systemic dermatosis, Pati
hassignificant vascular compromise OR patient is completing a course of
therapy with the requested

medication that was initiated in the hospital. OR patient has a documente:
sideeffect, allergy, or treatment failure to at least ONE of the preferred
medications. For approval of Sporanox®capsules, the patient must have
documented intolerance to generic itraconazole. For approval of Sporana
solution, the patient must have a medical necessity for a liquid dosage for

Onmel 200mg: patient has a dgnosis of a toenail onychomycosis infection

(confirmed with a positive KOH stain, PAS stain, fungal culture or physicia
clinical judgment) AND has a documented sefect, allergy,
contraindication, or treatment failure to oral terbinafine AND thereclmaal
reason that itraconazole 100 mg generic capsules cannot be used AND m
least 1 of the following criteria: Pain to affected area that limits normal acti
Diabetes

Mellitus, Patient has significant vascular compromise

Limitations: Coverage of Onychomycosis agents will NOT be approved solel

cosmetic purposes.

Voriconazole/Vfend: Patient has a diagnosis of invasive aspergillosis. OR pa

is completing a course of therapy with the requested medication that was
initiated in thehospital. OR patient has a documented-siffiect, allergy, or
treatment failure to ONE of the preferred medications AND itraconazole.
AND For approval of Vfend® tablets, the patient must have a documentec
intolerance to generic voriconazole. AND Fppeoval of voriconazole
suspenion, the patient must have a medical necessity for a liquid dosage 1
For approval of Vfend® suspension, the patient must additionally have a
documented intolerance to generic voriconazole suspension.

Noxafil: patient has diagnosis of HIV/immunocompromised status (neutropel

secondary to chemotherapy, hematopoietic stem cell transplant recipients
AND

Noxafil is being used for the prevention of invasive Aspergillosis/Candida
infections. OR patient is completingaurse of therapy with the requested
medication that was initiated in the hospital. OR Oral Suspension ONLY
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patient has a documented sigféect, allergy, or treatment failure to ONE of
the preferred medications AND itraconazole AND the patiebeisg treated
for oropharyngeal candidiasis.

Diflucan (brand): For approval of Diflucan brand name product, the patient n
have a documented intolerance to generic flucon@zaldg: The indication
for use is treatment of oropharyngeal candidiasis Afdbent has had a
docuemtned side effect, allergy, treatment failure/inadequate response to
nystatin suspension and clotrimazole troche.

Oravig: The indication for use is treatment of oropharyngeal candidiasis AND
patient has had a documented side@ffallergy, or treatment
failure/inadequate response to both nystatin suspension and clotrimazole
troche.

ANTI-INFECTIVES ANTIMALARIALS: QUININE

Quinine SulfatéA (compare to Qualqui) Criteria for Approval : diagnosir indication is for the treatment of malaria.
Qualaquin® (quinine sulfate) (Use for leg cramps not permitted.) AND If the request is for brand Quala
the patient has a documented intolerance to the generic equivalent.

ANTI-INFECTIVES ANTHVIRALS

HERPES (ORAL)
Acyclovir suspension:The patient haa medical necessity for a naolid oral

N . Acyclovi ension ; :
ACY CL OV Icanpare td ZoviraX) tablets, yclovir suspensi . dpsage form AND has a documented nlwtolerance to brand Zovirax suspen
capsules Famciclovir A (9% mpar e t Zoviraxsuspension (age > 12 yrs)The patient has a medical necessity for a
Famvif® (famciclovir) nonsolid oral dosage form.

VALACYCLOVIR A (c®mpare o : , .
Sitavig® (acyclovir) Buccal TableDL = 2 tablets/30 Famciclovir, Zovirax (tabs, caps) patient has a documented side effect or

days allergy, or treatment failure (at least one course of ten or more days) with
acyclovir AND valacyclovir.

Famvir: patient has a documented side effect or allergy, or treatment failure (
least one course of ten or realays) with acyclovir AND valacyclovir. AND
patient has a documented intolerance to generic famciclovir.

Sitavig: patient has a diagnosis of recurrent herpes labialis (cold sores). ANL
patient is immunocompetent AND patient has a documented side@ffect
treatment failure with acyclovir AND valacyclovir.

Valtrex: patient has a documented intolerance to generic valacyclovir

ZOVIRAX® suspension (ag® 12 yr s)

* .
valtrex? (valacyclovir)
Zovirax®*(acyc|0vir) tablets, capsules

INFLUENZA MEDICATIONS
Tamiflu, Relenza: Tamiflu and Relenza will NOT require pri@uthorization at

Preferred After Clinical Criteria Are Met this time when prescribed within the followjimuantity limits:

Rel :20 blist 30d
RELENZA® (zanamivir) QL= 20 blisters / 30 days elenza ISters per ays
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TAMIFLU ® (oseltanivir) QL=10 capsules/30 days(4:
mg & 75 mg caps)0 capsules / 30 days (30 mg
caps) 180 ml (6 mg/ml) / 30 days (suspension)

INFLUENZA VACCINES

SEASONAL Influenza Vaccine INJECTION

Inactivated Influenza Vaccine, Trivalent (1IV3),
Standard Dose (eqgg based)
AFLURIA™ Injection

FLUVIRIN® Injection

Inactivated Influenza Vaccine, Quadrivalent
(v4)

Standard Dose (eqg based)
AFLURIA® QUADRIVALENT Injection

FLUARIX UADRIVALENT Injection
FLULAVAL =~ QUADRIVALENT Injection
FLUZONE™ QUADRIVALENT Injection

FLUZONE INTRADERMAL® Injection

VACCINES - OTHER
Preferred after Age Limit is met

Gardasil
Zostavax

Adjuvanted Inactivated Influenza Vaccine,
Trivalent (11IV3), Standard Dose (egg based)
Fluad™ Injection

Inactivated Influenza Vaccine, Trivalent (1IV3),
High Dose (egg based)
Fluzone HighDos€ Injection

Recombinant Influenza Vaccine, Trivalent (RIV3)

(eqq FREE)
Flublok® Injection

Recombiant Influenza Vaccine, Quadrivalent
(RIV4) (eqq FREE)

Flublok® Quadrivalent Injection

Inactivated Influenza Vaccine, Quadrivalent
(ccllV4), Standard Dose (cell culture based)

(NOT eqq free)

Flucelvax Quadrivalefitinjection

Tamiflu: 75mg or 45mg: 10 caps per 30 day

Tamiflu: 30mg: 20 caps per 30 days

Tamiflu: Suspension (6mg/ml): 180ml (3 bottles) per 30 days

Limitations: Amantadine, Flumadine and rimantadine are not CDC
recoommended for use in influenza treatment or chemoprophylaxis at this ti
and are not covered for this indication. For information regarding amantac
see fAParkinsons Medicationso.

Flucelvax Quadrivalent: Prescriber provides clinical rationale why one of the
preferred influenza vaccines cannot be used.

Flublok: Patientmust have a documented severe reaction to egg based influt
vaccine.

Fluzone High Dose, Fluad:Vaccine is being requested for infleenprophylaxis
during flu season AND patient is
clinical rationale why one of the preferred influenza vaccines cannot be us
Note: the CDC and its Advisory Committee on Immunization Practices (A(
have not expressl a preference for any flu vaccine formulation for this age

group.

Gardasil: Covered for 19 years old to 26 years old (those under 19 should be
referred to their pediatrician or P@#t statesupplied vaccine)
Zostavax:Covered if O 60 years of age

Vaccines on the Advisory Committee on Immunization Practices (ACIP) list

of recommended vaccines for childre
the Vaccines for Children program administered by the Vermont
Departmenb f Heal th, and are not availat
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Single Agent
ORAL

SUMATRIPTANA (compare to Imitre®)

Quantity Limit = 18 tablets/month (25 mg),

9 tablets/month (50 mg, 100 mg)

RELPAX® (eletriptan) 20 mg, 40 mg
Quantity Limit = 12 tablets/month

After Sumatriptan Trial

R1 ZATRI PcBmphrdto Naxak)

Quantity Limit = 12 tablets/month

RI ZATRI PTAN ODTA
MLT®) §

Quantity Limit = 12 tablets/month

-(col

programs
A Vacci

nes on the ACIP |list of recc
are available at many primary care provider offices and through the pharms
programs. Vaccines are sultjée the same limitations as the ACIP guideline
recommendations. Providers who participate in the Blueprint for Health
initiative must enroll in the Vaccines for Adults program administered by the
Vermont Department of Health. The ACIP guidelines and méion about
enroliment in these programs can be found at
http://healthvermont.gov/hc/imm/provider.agp¥ ac c i ne s
recommended list may require Prior Authorization.

not

ANTI-MIGRAINE TRIPTANS

Almotriptan (compare to Aart®) 6.25mg, 12.5mg
Quantity Limit = 12 tablets/month

Amerge® (naratriptan) 1 mg, 2.5 mg
Quantity Limit = 9 tablets/month
Eletriptan (compare to Relpax®)
Quantity Limit = 12 tablets/month

Frova® (frovatriptan) 2.5 mg
Quantity Limit = 9 tablets/month
Frovatriptan (compare to Fro%p2.5mg
Quantity Limit = 9 tablets/month

Imitrex®” (sumatriptan)
Quantity Limit = 18 tablets/month (25 mg),
tablets/month (50 mg, 100 mg),

Maxal® (rizatriptan) 5 mg, 10 mg tablet
Quantity Limit = 12 tablets/month

MaxaltMLT® (rizatriptan ODT)
Quantity Limit = 12 tablets/month

NARATRIPTANA (compare to Amerd®) &
(Quantity Limit = 9 tablets/month)

Zomig® (zolmitriptan) tablets
Quantity Limit = 12 tablets/month (2.5 mg),
tablets/month (5 mg)

Zomig® ZMT (zolmitriptan ODT)

Quantity Limit = 12 tablets/month (2.5 mg),
tablets/month (5 mg)

Zol mitript anA®Itabletmpar e
Quantity Limit = 12 tablets/month (2.5 mg),
tablets/month (5 mg)

Almotriptan, Amerge, Eletriptan, Frova, Frovatriptan, Imitrex, Maxalt,
Maxalt MLT, Naratriptan, Zomig, Zomig ZMT, Zolmitriptan,
Zolmitriptan ODT: patient has had a documented side effect, allergy, or
treatment failure to Sumatriptan, Relpax, and Rizatriptan or Rizatriptan OI
If the request is for branErova,Maxalt, Zomig, orZomig ZMT, the patient
must also have a documented intolerance to the generic product.

Rizatriptan, Rizatriptan ODT: patient has had a documented side effect, allel
or treatment failure with Sumatriptan.

Treximet: patient had a documented side effetiergy or treatment failure with
2 preferred Triptans, AND patient is unable to take the individual compone
(sumatriptan and naproxen) separately.

Zomig Nasal Spray, Imitrex Nasal Spray, Onzetra Xsail:patient has had a
documented side effect, allgrgr treatment failure with Sumatriptan Nasal
Spray

Alsuma, Imitrex, Sumavel Dose Pro Injections, Zembrace patient has had a
documented intolerance to generic sumatriptan injection.

To exceed quantity limits: patient is taking a medication for migraine
prophylaxis.
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Zol mitriptanA ODPZMcomp a

NASAL SPRAY Quantity Limit = 12 tablets/month (2.5 mg),
SUMATRIPTAN (compare to Imitre@) tablets/month (5 mg)
Quantity Limit =12 units/month (5 mg nas
spray),

6 units/month (20 mg nasal spray)

NASAL POWDER Imitrex® (sumatriptan)
All products require PA. Quantity Limit =12 units/month (5 mg nasal spray),
6 units/month (20 mg nasal spray)
Zomig® (zolmitriptan)
INJECTABLE Quantity)Limit = 12 units/month (2.5 or 5 mg nas
- spray

SUMATRIPTAN (compare to ImitreR)
Quantity Limit =4 injections/month (4 or 6 M Onzetra Xsaft (sumatriptan succinate)
injection) Quantity Limit = 8 doses/30 days

Alsuma® (sumatriptan) 6 mg/0.5ml
Quantity Limit =4 injections/month

Imitrex® (sumatriptan)
Quantity Limit =4 injections/month (4 or 6 mg injection

Sumavel DosePfd (sumatriian) 6 mg/0.5ml, 4 mg/0.!
ml
Quantity Limit =4 injections/month

Zembrac® SymTouch (sumatriptan) 3mg/sml
Combination Product (Oral) y ( ptan) 3mg

Trexime® (sumatriptan/naproxen)
Quantity Limit = 9 tablets/month

ANTI-OBESITY

Effective 10/12/2011, anti-obesity agents (weight loss agents) are no longer a covered benefit for all Vermont Pharmacy Programs. This change is
resultant from Drug Utilization Review (DUR) Board concerns regarding safety and efficacy of these agents.



ANTI-PSYCHOTIC ATYPICAL & COMBINATIONS (CHILDREN < 18 YEARS OLD)

Preferred After Clinical Criteria Are Met

TABLETS/CAPSULES

ARIPIPRAZOLE (compare to Abilif®)

FDA maximum recommended dose=30mgday, QL
1.5 tats/day (5mg, 10mg, & 15mg)

OLANZAPI NEA (cofpare to
FDA maximum recommended dose = 20 mg/day
Quantity limit = 1.5 tabs/day (2.5 mg, 5mg, 7.5

& 10 mg tabs)

RI SPERI DONEA (co®pare t
FDA maximum recommended dose = 16 mg/day

QUETI API NEA (coffpare to
FDA maximum recommended dose = 800 mg/de

ZI PRASI DONEA (c®mpare t
FDA maximum recommended dose = 160 mg/dz

Preferred After Clinical Criteria Are Met

ClozapineA

Abilify ® (aripiprazole)

FDA maximum recommended dose = 30 mg/day,
Quantity limit = 1.5 tabs/day (5 mg, 10 mg & 15 mc
tabs)

(c @)np are to C
FDA maximum recommended dose = 900 mg/day

Clozarif® (clozapine)

FDA maximum recommended dose = 900 mg/day

Geodof® (ziprasidone)

FDA maximum recommended dose = 160 mg/day

InvegeiE (paliperidone)

FDA maximum recommeed dose = 12 mg/day
Quantity limit = 1 tab/day (3mg, 9mg), 2 tabs/day
(6mg)

Latud# (lurasidone)

FDA maximum recommended dos8Gmg/day
Quantity limit = 1 tabday

Risperda® (risperidone)

FDA maximum recommended dose = 16 mg/day

Seroqué’iD (quetiapine)

FDA maximum recommended dose = 800 mg/day

Saphri@ (asenapine)

FDA maximum recommended dose = 20mg/day Q
2 tabs/ day

Seroquel NG (quetiapine XR)

FDA maximum recommended dose = 800 mg/day
Quantity Limit = 1 tab/day

(150 mg & 200 mg talet strengths), 2 tabs/day (50
mg strength)

Zyprexa@ (olanzapine)

FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (2.5 mg, 5 mg, 7.5 mg
10 mg tabs)

Abilify ® (aripiprazole) oral solution

FDA maximum recommended dose = 2fiday

Risperda@ (risperidone) oral solution

Target symptoms or Diagnosis that will be accepted for approvalTarget
Symptoms Grandiosity/euphoria/mania; Obsessions/compulsions; Psychc
symptoms; Tics (motor or vocal). Diagnestaitism with Aggression and/or
irritability; Disruptive Mood Dysregulation Disorder; Bipolar Disorder;
Intellectual Disability with Aggression and/or Irritability; Major Depressive
Disorder with psychotic features; Obsessive Compulsive Disorder;
Schizophrenia/Schizoaffective Disorder; Tourst&yndrome.

Criteria for approval of ALL drugs: Medication is being requested for one of
the target symptoms or diagnoses listed above AND the patient is started
stabilized on the requested medication (Note: samples are not considered
adequate justifiation for sthilization) OR patient meets additional criteria
outlined below. Note: all requests for patients < 5 years will be reviewed t
the DVHA medical director.

Invega/Saphris: patient had had a documented side effect, allergy or treatmer
failure with at least two preferred products (typical or atypical antipsychotic
one of which is risperidone.

Abilify, Clozaril, Geodon, Risperdal, Seroquel, Zyprga: patient has a
documented intolerance to the generic equivalent.

Clozapine: patient has had eodumented side effect, allergy or treatment failur
with at least three other antipsychotic medications (typical or atypical
antipsychotics), two of which must be preferred agents.

Latuda:pati ent has a diagnosis of sodéri
AND patient has had a documented side effect, allergy or treatment failure
at least two preferred products (typical or atypical antipsychotics); the pati
would not be required to have 2 preferred trials if pregnant.

Seroquel XR: patient ha not been able to be adherent to a twice daily dosinc
schedule of quetiapine immediate release resulting in a significant clinical
impact.

Abilify Oral Solution: patient has had a documented side effect, allergy or
treatment failure with risperidoneadrsolution OR prescriber feels that
risperidone would not be an appropriate alternative for the patient becaus:
pre-existing medical conditions such as obesity or diabetes.

Versacloz Oral Solution: AND patient has had a documented side effect, alle
or treatment failure with at least three other antipsychotic medications (tyg
or atypical antipsychotics). AND patient is unable to use clozapine orally
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ORAL SOLUTIONS

RI SPERI D OrpdEeio Rispeadd) oral
solution
FDA maximum recommended dose = 16 mg/day

FDA maximum recommended dose = 16 mg/day

Versaclo® (clozapine) Oral Suspension
FDA maximum recommended dose = 900 mg/day
Quantity limit = 18 ml/day

Abilify ® Discmelt (aripiprazole)
FDA maximum reemmended dose = 30 mg/day,
Quantity limit = 2 tabs/day (10 mg & 15 mg tabs)
clozapine oral |l yCohpaetont e

FazaCI®)
FDA maximum recommended dose = 900 mg/day

ORALLY DISINTEGRATING TABLETS

FazaCI(SFD (clozapine orally disintegrating tablets)
FDA maximum remmmended dose = 900 mg/day
Ol anzapine orally disint

Zyprexa ZydigFD )
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs)

Risperdaq!D M-Tab (risperidone orally disintegrating
tablets)
FDA maximum recommended dose = 16 mg/day

Ri speridoneA ODT ®(M:—Tcakmpar
FDA maximum recommended dose = 16 mg/day
Zyprexa ZydigFD (olanzapine orally disintegrating tablets

FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5tabs/day (5mg&10mg)

disintegrating tablets.

Olanzapine ODT, Risperdal M-Tabs, Risperidone ODT, Zyprexa Zydis:

patient meets clinical criteria for nearally disintegrating oral dosage forms ¢
the same medication AND Medical necessity for a specialty dosage form t
been provided AND if the request is for Risperdatd@ds or Zyprexa Zydis,
the patient has a documentetbierance to the generic equivalent.

Clozapine ODT, FazaClo: Medical necessity for a specialty dosage form has

been provided AND patient has had a documented side effect, allergy or
treatment failure with at least three other antipsychotic medicatigpisdt or
atypical antipsychotics) If the request is for Fazaclo, the patient has a
documented intolerance to the generic equivalent.

Abilify Discmelt Medical necessity for a specialty dosage form has been prov

AND patient has had a documented sidedf allergy or treatment failure witl
Risperdal Mtab OR prescriber feels that risperidone would not be an
appropriate alternative for the patient because eEgigting medical
conditions such as obesity or diabetes

Limitations: Approval for use in @ildren < 18 years old will not be granted for

the following medications or dosage forms due to no FDA approval for use
children and little or no literature to support their use in this population.
Exceptions will be made for patients who have beemestand stabilized on
the requested medication or dosage form (Note: samples are not considei
adequate justification for stabilization): Fanapt, Rexulti, Vraylar, Geodon I
Abilify IM, Olanzapine IM, Zyprexa IM, Abilify Maintena, Invega Sustenna,
Invega Trinza, Risperdal Consta, Zyprexa Relprevv, Symbyax,
Olanzapine/fluoxetine.

ANTI-PSYCHOTIC ATYPICAL & COMBINATIONS (ADUL?38 YEARS OLD)

Abilify ® (aripiprazole)
FDA maximum recommended dose = 30 mg/day,
Quantity limit = 1.5 tabs/day (5 mg, 10 mg & 15 m¢
tabs)

Clozarif®* (clozapine)
FDA maximum recommended dose = 900 mg/day
Fanap@ (loperidone)
FDA maximum recommended dose = 24 ag/d
Quantity limit = 2 tablets/day

TABLETS/CAPSULES

ARIPIPRAZOLE (compare to Abilif§P)
FDA maximum recommended dose=301ag, QL
= 1.5 tabs/day5mg, 10mg, & 15mg)

CLOZAPI NEA (corfpare to
FDA maximum recommended dose = 900 mg/de

OLANZAPI NEA (cofpare to @
FDA maximum recommended dose = 20 mg/day ©€odor (ziprasidone)
Quantity limit = 1.5 tabs/day (2.5 mg, 5 mg, 7.5 1 FDA maximum recommended dose = 160 mg/day

Criteria for approval of ALL non -preferred drugs: patient has been started ar

stabilized on the requested medication (Note: samples are not considered
adequate justification for stabilization.) OR patient meets additional criteric
outlined below.Note: Trazodone dosed at < 150mg/day will not be conside
as a trial for adjunct treatment of MDD or any anxiety disorder. Bupropior
will not be considered as a trial for adjunct treatment of any anxiety disord

Fanapt. Vraylar: The indication for uses the treatment of

schizophrenia/schizoaffective disorder or bipolar disorder. AND The patiel
has had a documented side effect, allergy or treatment failure with at leas'
preferred products (typical or atypical antipsychotics).
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& 10 mg tabs)

RISPERDONEA (compa® to R
FDA maximum recommended dose = 16 mg/day

QUETI API NEA ( ¢ o Rp&0 neg/dayo
FDA maximum recommended dose = 800 mg/dz

ZI PRASI DONEA (c ®npare t
FDA maximum recommended dose = 160 mg/d

ORAL SOLUTIONS
RI SPERI DONEA (co®prar e t
solution

FDA maximum recommended dose = 16 mg/day

Invega™ (paliperidone)
FDA maximum recommended dose = 12 mg/day
Quantity limit = 1 tab/day (3mg, 9mg),

2tabs/day(6mg)

Latud&® (lurasidone)
FDA maximum recommended dose = 160 mg/day
Quantity limit = 1 tablet/day all strengths except 80

mg = 2 tablets/day

Nuplazidt (primavaserin)
FDA maximum recommended dose = 34mg, Quan
Limit = 2/tablets/day

Quetiapine (compare to Seroquel®) <50rag/@adults
>18 years old)

Quetiapine ER (compare to Sero§i¥R)

Rexult® (brexpiprazole)

FDA maximum recommended dose = 3mg (adjunc

MDD) or 5mg (schizophrenia)

Risperde@* (risperidone)

FDA maximum recommended dose = 16 mg/day
Saphris” (asenapia) sublingual tablet

FDA maximum recommended dose = 20 mg/day
Seroqué@ (quetiapine)

FDA maximum recommended dose = 800 mg/day

Seroquel X (quetiapine XR)
FDA maximum recommended dose = 800 mg/day
Quantity Limit = 1 tab/day
(150 mg & 200 mg tabt strengths), 2 tabs/day (50 mg
strength)
Vraylar® (cariprazine)
FDA maximum recommended dose = 6mg/day,
Quantity limit = 1 capsule/day

ZYPREXA®* (olanzapine)
FDA maximum recommended dose = 20 mg/day,
Quantity limit = 1.5 tabs/day (2.5 mgngg, 7.5 mg &
10 mg tabs)

Abilify ® (aripiprazole) oral solution
FDA maximum recommended dose = 25 mg/day

Risperda@ (risperidone) oral solution
FDA maximum recommended dose = 16 mg/day
Versacloz (clozapine) Oral Suspension
FDA maximum recommeraiidose = 900 mg/day
Quantity limit = 18 ml/day

Invega, Saphris:The indication for use is the treatment of
schizophrenia/schizoaffective disorder AND The patient has had a docum
side effect, allergy or treatment failure with at least three preferred produc
(typical or atypical antipsychotics), one of which speridone.

Note: Prior therapy with injectable Invega Sustenna® is not considered to
started and stabilized for oral Invega. Patients transferring to oral therapy
Invega Sustenna® should transition to oral risperidone (unless patient
previoudy failed such treatment).

Abilify, Clozaril, Geodon, Risperdal, and Zyprexa:patient has a documented
intolerance to the generic equivalent.

Latuda:

Indication for use is schizophrenia/schizoaffective disorder or Bipolar |
depression:The patient ipregnant OR

Indication for use is schizophrenia/schizoaffective disorther:patient has had a
documented side effect, allergy or treatment failure with two preferred pro
(typical or atypical antipsychotics) OR

Indication for use iBipolar | depres®wn: the patient has had a documented sid
effect, allergy or treatment failure with two preferred products (typical or
atypical antipsychotics) OR the prescriber feels that neither quetiapine or
olanzapine/fluoxetine combination would be appropriaterstares for the
patient because of pexisting conditions such as obesity or diabetes.

Nuplazid: The diagnosis or indication is the treatment ofdwhations/delusions
associated with Parkinsonds Disea

Rexulti:

Indication for use is schiphrenia:the patient has had a documented side effec
allergy or treatment failure with at least three preferred products, one bein
Abilify (typical or atypical antipsychotics) OR

Indication for use is adjunct treatment of Major Depressive Disorder (MDi2
patient has had a documented inadequate response to at least 3 different
antidepressants from two different classes AND the patient has had a
documented side effect, allergy or treatment failure with one preferred aty,
antipsychotic product andbilify being used as adjunctive therapy.

Quetiapine/Seroquel < or = 50mg/dayThe patient is being prescribed > 50
mg/day with combinations of tablet strengths. OR Indication for use is a
mental health indication (other than the two below indicatiorzssieep
disorder) OR

Indication for use is Adjunct treatment of Major Depressive Disofe¥D): the
patient has had a documented inadequate response to at least 3 different
antidepressants from 2 different classes OR

Indication for use is Adjunct treaent of any anxiety disorder (panic,
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SHORT-ACTING INJECTABLE PRODUCTS

GEODON® M (ziprasidone intramuscular injection)
FDA maximum recommendddse = 40 mg/day

LONG-ACTING INJECTABLE PRODUCTS

Abilify Maintend® (aripiprazole monohydrate)
FDA maximum recommended dose = 400
mg/month
Quantity limit = 1 vial/28 days
Aristad# (aripiprazole lauroxil)
Quantity Limit = 1 syringe/28 days
(441mg662mg, 882mg strengths)
Quantity Limjt=1 syringe/60 days (1064mg)
Invega Sustenria(paliperidone palmitate)
FDA maximum recommended dose = 234
mg/month

Risperda® Consta (risperdone microspheres)
FDA maximum recommended dose = 50 mg/14
days

Preferred After Clinical Criteria are Met

Invega Trinz@(paliperidone palmitate)
FDA maximum recommended dose =
819mg/3months

ORALLY DISINTEGRATING TABLETS

All products require PA

FazaCl

Ol anzapine

Ol anz pa’museulfar injection (compare to

Zyprexa IM)
FDA maximum recommended dose = 30 mg/day

ZyprexéFD IM (olanzapine intramuscular injection)

FDA maximum recommended dose = 30 mg/day

Zyprexa Relprev@ (olanzapine pamoate)

FDA maximum recommended dose = 600 mg/mor
Quantity limit = 1 vial/28 days (405 mg) or 2
vials/month (210 or 300 mg)

Abilify ® piscmelt (aripiprazole)

FDA maximum recommended dose = 30 mg/day,
Quantity limit = 2 tabs/day (10 mg & 15 mg tabs)

clozapine oral |l yCopagiont e
FazaCl®)
FDA maximum recommended dose = 900 mg/day

(clozapine orally disintegrating tablets)
FDA maximum recommended dose = 900 mg/day
orally disint

Zyprexa Zydi@)

agoraphobia, social phobia, obsesst@mpulsive disorder, PTSD, Acute
Stress Disorder, Generalized Anxiety Disordéing patient has had a
documented inadequate response to at least 3 different antidepressants fi
different classes If the request if for brand Seroquel, the patient has a
documented intolerance to generic quetiapine.

NOTE: Quetiapine in doses of < 50 mg/day will not be approved for indicatiol

of insomnia, for sleep or as a hypnotic.

Quetiapine ER, Seroquel XR:

Indication for use is schizophrenia/schizoaffective disorder or bipolar disorde
(bipolar mania, bipolar depression, and bipolar maintenantée patient has
not been able to be adherent to a twice daily dosing schedule of quetiapin
immedate release resulting in a significant clinical impact OR

Indication for use is Adjunct treatment of Major Depressive Disorder (MDB):
patient has had a documented inadequate response to at least 3 different
antidepressants from 2 different classes AlN®patient has had a document:
treatment failure with quetiapine immediate release being used as adjunci
therapy.

Indication for use is Adjunct treatment of any anxiety disorder (panic,
agoraphobia, social phobia, obsesst@mpulsive disorder, PTSBgcute
Stress Disorder, Generalized Anxiety Disordéing patient has had a
documented
inadequate response to at least 3 different antidepressants from 2 differer
classes or at least 2 antidepressants and buspirone AND the patient has t
documated treatment failure with quetiapine immediate release being use
adjunctive therapy.

Abilify Oral Solutions: The patient must meet all clinical criteria for approval
Abilify/aripiprazole as listed above AND the patient has had a documentec
effect, allergy or treatment failure with preferred risperidone oral solution.

Risperdal Oral Solution: The patient has a documented intolerance to the
generic product risperidone.

Versacloz Oral Solution The patient has a medical necessity for asalid oral
dosage form and is unable to use clozapine orally disintegrating tablets.

NON-PREFERRED SHORT-ACTING INJECTABLE PRODUCTS : Medical
necessity for a specialty dosage form has been provided. AND The patiel
had a documented side effecteadly, or treatment failure with Geodon IM. Ir
addition, for approval of Zyprexa® IM, the patient must have had a
documented intolerance to generic olanzapine IM.

Invega Trinza: The patient is started and stabilized on the medication OR
tolerability has ben established with Invega Sustenna for at least 4 month:
Note: This is processed via automated (electronic) step therapy.

50



COMBINATION PRODUCTS

All products require PA

ORAL )
HALOPERI DOLA

(cc@)npare t

LOXAPI NEA (comPare to L

PERPHENAZINE
TRI FLUOPERAZ

I NEA

LONG ACTING INJECTABLE PRODUCTS

FLUPHENAZI NE
HALOPRPERI DOL
Haldof® decanoate)

DECANOATEA
DECANOATE A

FDA maximum recommended dose = 20 mg/day, Zyprexa Relprevv: Medical necessity for a specialty dosage form has been

Quantity limit = 1.5 tabs/day (5 mg & 10 mg tabs) provided (norcompliance with oral medications) AND Toddaility has been
established previously with oral olanzapiED the patient is unable to
tolerate a preferred loracting injectable product

ORALLY DISINTEGRATING TABLETS: Medical necessity for a specialty
dosage form has been provided. AND If thquest is for FazaClo, Risperd:
M-Tab or Zyprexa Zydis, the patient has a documented intolerance to the

Risperdaq9 M-Tab (risperidone orally disintegrating
tablets)
FDA maximum recommendedsdo= 16 mg/day
RisperidoneA ODT ®MTampar
FDA maximum recommended dose = 16 mg/day - '
Zyprexa Zydis® (olanzapine orally disintegrating tablet generic equivalent.
FDA maximum recommended dose = 20 mg/day, COMBINATION PRODUCTS: The patient has had a documented side effec

Quantity limit = 1.5 tabs/day (5 mg & 10 mg&) allergy or treatment failure with two preferred productprésidone,
risperidone, and quetiapine). OR The prescriber provides a clinically valic
reason for the use of the requested medication. AND If the request is for k

olanzapine/fluoxet @)n eA ( product, the patient has a documented intolerance to the generic product.

FDA maximum recommended dose = 18 mg/75 m
(per day)

Symbya><<FD (olanzapine/fluoxetine)
FDA maximum recommended dose = 18 mg/75 m

(per day)
ANTI-PSYCHOTC: TYPICALS
Chlorpromazine Chlorpromazine: patient has a diagnosis of acute intermittent porphyria or
Fluphenazine

intractable hiccups OR patierahhad a documented side effect, allergy or

HaldoP* (haloperidol) treatment failure with at least three preferred products (may be typical or

Loxitane®* (loxapine)

Molindone atypical antipsychotics).
Thioridazine Fluphenazine Oral Solution:patient has a requirement for an oral liquid dosage
Thiothixene form (i.e. swallowing disordginability to take oral medications)

Fluphenazine tablets:patient istransitioning tathe decanoate formulation or
requires supplemental oral dosing in addition to decanoatpadént has had
a documented side effect, allergy or treatment failure atitbast three
preferred products (may be typical or atypical -gsiychotics).

All other oral medications: patient has had a documented side effect, allergy
treatment failure with at leaitreepreferred productémay be typical or
atypical antipsyctotics).If a product has an AB rated generic, one trial mus

HaldoP decanoate* (haloperidol decanoate) be the generic

Long Acting Injectable Products: for approval of haldol decanoate, the patien

has a documented intolerance to the generic product.
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URSODIOL tablé capsule

ORAL BISPHOSPHONATES
TABLETS/CAPSULES

AL ENDR ON A dnipake tq Fosam®) tablets
BINOSTO® (alendronate) 70 mg effervescent table
(Quantity Limit=4 tablets/28 days)

BILE SALTS AND BILIARY AGENTS

Actigall® (ursodiol)
Chenodd (chendiol)
Cholban? (cholic acid)
Ocaliva® (obeticholic acid)
Ursd® (Urosiol)

Ursd® Forte (ursodiol)

Chenodal: The indication for use is with radiolucent stones in veplacifying

gallbladders, in whom selectigirgery would be undertaken except for the
presence of increased surgical risk due to systemic disease or age AND tl
patient does not have any of the following contraindications to therapy: wc
who are pregnanat or may become pregnant, known hepattysjtaction or
bile ductal abnormalities such as intrahepatic cholestasis, primary biliary
cirrhosis or sclerosing cholangitis.

Cholbam: The indication for use is the treatment of bile acid synthesis disord:

due to single enzyme defects OR for the adjwe treatment of peroxisomal
disorders, including Zellweger spectrum disorders, AND the patient exhibi
manifestations of liver disease, steatorrhea, or complications from decrea:
soluble vitamin absorption AND the prescriber is hepatologist or
gastroenterologist. Initial approval will be granted for 3 months. For re
approval after 3 months, there must be documented clinical benefit.

Ocaliva: The indication for use is the treatment of primary biliary cholangitis

(PBC) AND the patient has had aradequate response or is unable to toler:
ursodiol.

Urso, Urso Forte, Actigall: The patient must have a documented treatment

limiting side effect to generic ursodiol.

BONE RESORPTION INHIBITORS

Actonef® (risedronate)

Alendronate oral solution

Atelvia (risedronate) Delayed Release Tablet
(Quantity Limit = 4 tablets/28 days)

Boniva® (ibandronatejQuantity Limit = 150 mg
tablet/1 tablet per 28 days )
Etidronate

*
Fosama® (alendronate)
Fosamax Plup® (alendronate/vitamin D)

Ibandronaté(compare to Boni\@) (Quantity Limit =
150 mg tablet/1 tablet
per 28 days)

Ri sedronateA (@ompare

Boniva® Injection (ibandronatgQL = 3 mg/3 months

(four doses)/year)

Actonel, Atelvia, Risedronate: patient has a diagnosis/indication of Paget's

Diseasepostmenopausal osteoporosis, osteoporosis in men or glucocortic
induced osteoporos&BND patient has had a documentde effect, allergy, or
treatment failure (at least a amonth trial) to generic alendronatbletsAND

if the request is for brand Actonel, the patient has also had a documented
intolerance to generic risedronate

Alendronate Oral Solution: prescriberprovides documentation of medical

necessity for the specialty dosage form (i.e. inability to swallow tablets,
dysphagia) AND the patient has a documented intolerance to Binosto.

Boniva Oral, Ibandronate: patient has a diagnosis/indication of postmenopgat

osteoporosis AND patient has had a documented side effect,

allergy or treatment failure** to generic alendrontilets AND if the request
if for brand Boniva oral, the patient has also had a documented intoleranc
generic Ibandronate

Calcitonin Nasal Spray (generic), Miacalcin Nasal Spraypatient is started anc
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INJECTABLE BISPHOSPHONATES
All products require PA

ESTROGEN AGONIST/ANTAGONIST
RALOX!| FENEA ( c oifet(@L=1t o
tablet/day)

INJECTABLE RANKL INHIBITOR
All products require PA

CALCITONIN NASAL SPRAY
All products require PA

CALCITONIN INJECTION
All products require PA

PARATHYROID HORMONE INJECTION
All products require PA

ibandronate frenoj Bendy?)i onA stabilized on the requested medication. If the request is for generic Calcit

(QL=3 mg/3 months (four doses)/year) Nasal Spray, the patient has had a documented intolerance to brand Miac
Note: Calcitonin Nas&gbpray (brand and generic) no longer recommended
ReclasP Injection (zoledronic acidQuantity Limit =5 osteoporosis.

mg (one dose)/year)

Zol edronic Acid | nj(@)ct i C
5mg/100m{QL=5 mg (one dose)/year)

Zomet& (zoledronic acid) InjectioAmg/100ml or

conc. 4mg/5ml

Miacalcin Injection: patient has a diagnosis/indication of Paget's Disease

Evista Tablets: patient has had a documented intolerance to generic raloxifen

Fosamax Tablets: patient has had @documented intolerance to generic
alendronatéablets

Fosamax Plus D:there is a clinical reason why the patient is unable to take

Evists® (raloxifene) TablefQL = 1 tablet/day) generic alendronatabletsand vitamin D separately.

Etidronate: patient has a diagnosis/indication of Paget's Dise&He patient has
had a documented side effect, allergy, treatment failure (at leastreatk
trial) to generic alendronatnd risedronateblets

Prolid® Injection (denosumalL=60 mg/6 months (tw Forteo: patient has a diagnosis/indication of postmenopausal osteoporosis ir

doses)/year) females, primary or hypogoaridssteoporosis in males or glucocorticoid
induced osteoporosis AND patient has had a documented side effect, allel
Xgeva® (denosumabjQL=120 mg/28 days) treatment failure** to an oral bisphosphonate. AND prescriber has verified

the patient has been counseled about osteosarigkna
Tymlos: patient has a diagnosis/indication of postmenopausal osteoporosis ir
females AND patient has had a documented side effect, allergy, or treatm
failure ** to an oral bisphosphonate and Forteo AND prescriber has verifie
that the patient haseen counseled about osteosarcoma risk.
Boniva Injection, Ibandronate Injection: patient has a diagnosis/indication of
. postmenopausal osteoporosis AND patient has had a documented side el
CalcitonirANasal Spray (compare to Miacaf€n treatment failure** to a preferred bisphosphon&mlia Injection: diagnosis
Miacalcir® (calcitonin) Nasal Spray or indication is osteopenia in men at high risk for fracture receiving androc
deprivation therapy for nonmetastatic prostate cancer OR diagnosis or
indication is osteopenia in women at high risk for fracture receiving adjuva
aromatae inhibitor therapy for breast cancer OR patient has a
diagnosis/indication of postmenopausal osteoporosis AND patient has hat
documented side effect, allergy, or treatment failure** to a preferred
Forted® (teriparatide) bisphosphonate..
(Qua_mtlty Limit = 1 per(2.4m!30days) Reclast Injection, Zoledronic Acid Injection (5mg): patient has a
(Lifetime max duration of treatment = 2 years) diagnosis/indication of Paget's disease of bone OR patient has a
Tymlos (abaloparatide) injection d?agnos?s/indication of p_ostmenopausal osteqporosi§ OR patient i_s malg v
(Quantity Limt = 1 pen (1.56ml)/30 dayg}.ifetime diagnosis of osteoporosis OR patient has a diagnosis of glucocorticoid inc
max duration of treatment = 2 years) osteorosis AND patient has had a documented side effect or treatment
failure** to a preferred bisphosphonate.
AND if the request is for Reclast, the patient has a documented intoleranc
generic zoledronic acid injection.

Miacalcin® (calcitonin) Injection
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Zometa Injection, Zoledronic Acid Injection (4mg): Diagnosis or indication is
bone metastases from solid tumors, multiple myeloma, osteopenia or trea
of hypercalcemia of malignancy

Xgeva Injection: diagnosis or indication is bone metastases from solid tumor:
(e.g. prostate, breg thyroid, norsmall lung cancerhypercalcemiaf
malignancy, or giant cell tumor of bone.

** Treatment failure is defined as documented continued bone loss or fracture
one or more years despite treatment with an oral bisphosphonate.

BOTULINUM TOXINS

Botox® (onabotulinumtoxinA) BOTOX (onabotulinumtoxinA): The indication for use is: o Strabismus and
Myobloc® (rimabotulinumtoxinB) blepharospasm associated with dystonia, includasgrtial blepharospasm,
VII cranial nerve disorders/hemifacial spasm or Focal dystonias, including
Dysport® (abobotulinumtoxinA) cervical dystonia, spasmodic dystonia, oromandibular dystGid_imb
Xeomin® (incobotulinumtoxinA) spasticity (e.g., due to cerebral palsy, multiple sclerosis, or other demyelin

CNS diseasedpR Focal spasticity (e.g., due to hemorrhagic stroke, anoxia
traumatic brain injury)OR Severe\xillary Hyperhidrosis (if member has
failed an adequate trial of topical therap9R Overactive bladder or detrusor
overactivity (if member hafailed an adequate trial of at least TWO urinary
antispasmodics (either shoar long-acting formulations)OR Chronic
migraine (>15 days per month with headache lasting 4 hours a day or lon¢
and the member has failed or has a contraindication toeqquate trial of at
least TWO medications for migraine prophylaxis from at least two differen
classes (tricyclic antidepressarssN R | bétablockers, calcium channel
blockers or anticonvulsants). Forapproval after 3 months, the patient mus
have hd an improvement in symptoms. AND The patient is >12 years of
if for blepharospasm or strabismus, >16 years offageervical dystonia, and
>18 years of age farpper or lower limb spésity, hyperhidrosis, chronic
migraine or overactive bladdegtlusor overactivity.

Dysport (abobotulinumtoxinA): The patient has a diagnosis of cervical dystor
or upper limb spasiticitAND The patient i€)18 years of ageOR the patient
has a diagnosis of lower limb spasticity and is 2 years of age or older.

Myobloc (rimabotulinumtoxinB): The patient has a diagnosis of focal dystoni
including cervical dystonia, spasmodic dystonia, oromandibular dysAdiia
The patient is >16 years of age

Xeomin (incobotulinumtoxinA): The patient has a diagnosis of cervical dystor
upper limb spasticityor blepharospasm. AND The patien(ik8 years of age
LIMITATIONS: Coverage of botulinum toxins will not be apped for
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ALPHA BLOCKERS

ALFUZOSIN ER (compare to Uroxatfl

Quanitity Limit = 1 tablet/day
DOXAZOSI NA

(corr%are t

TAMSUL OS| N Z to(Flomaf@lp a
Quantity Limit = 2 capsules/day

TERAZOSI NA (f®rmeriy

ANDROGEN HORMONE INHIBITORS

FI NASTERI DEA
tablet/day)

( c@)r((y_a:tle

(o]

Hy

t

BPH AGENTS

Cardur®* %oxazosin)
Cardura XL~ (doxazosin)
QuantityLimit = 1 tablet/day

Flomax®” (tamsulosin)
Quantity Limit = 2 capsules/day

Rapaflc@ silodosin)Quantity Limit = 1 capsule/day
Uroxatral™ (alfuzosin)
Quantity Limit = 1 tablet/day

Avodarf® (dutasteride)@L = 1 capsule/day)
Dutaseride (compare Bvodarf)
QL =1 capsule/day
finasterideA
45(QL = 1 tablet/day)

ProscaP *(finasterideXQL = 1 tablet/day)

cosmetic use (e.g., glabellar lines, vertical glabellar eyebrow furrows, facic
rhytides, horizontal neck rhytides, etc.). (BOTOX Cosmetic
(onabotulinumtoxinA) is not covered)

IMPORTANT NOTE: Botulinum neurotoxins are used to treat various digsrd

of focal muscle spasm and excessive muscle contractions, such as focal
dystonias. When injected intramuscularly, botulinum neurotoxins produce
presynaptic neuromuscular blockade by preventing the release of acetylct
from the nerve endings. As artsequence of the chemistry and clinical
pharmacology of each botulinum neurotoxin product, botulinum neurotoxir
are not terchangeable, even among same sterotype products. Units of bio
activity are unique to each preparation and cannot be compacedverted
into units of another. It is important that providers recognize there is no sa
dose conversion ratioi.e., one unit of BOTOX (onabotulinumtoxinA,
formerly type A) does not equal one unit of Myobloc (rimabotulinumtoxinB
formerly type B) doesot equal one unit of Dysport (abobotulinumtoxinA)
does not equal one unit of Xeomin (incobotulinumtoxinA). Failure to
understand the unique characteristics of each formulation of botulinum
neurotoxin can result in under or over dosage. It is expecteddbaf these
products will be based on each product's individual dosing, efficacy and si
profiles.

Cardura, Cardura XL: The patient has had a documented side effect, allergy

treatment failure with two alpha blockers, one of which must be generic
doxazosin.

Flomax: The patient has had a documented side effect, allergy or tredtihare

with two preferred alpha blockers, one of which must be generic tamsulos

Rapaflo, Uroxatral: The patient has had a documented side effect, allergy or

treatment failure with two preferred alpha blockers. In addition, for approv
of Uroxatral, he patient must have a documented intolerance to generic
alfuzosin ER.

Avodart, dutasteride, Proscar. The patient has a diagnosis of BPH (benign

prostatic hypertrophy) AND the patient has a documented side effect, allel
treatment failure to generiafasterideAND for approval of brand Avodart, the
patient must have a documented intolerance to generiaehidas

(?) ematep; males age © Finasteride for males age < 45The patient has a diagnosis of BPH (benign

prostatic hypertrophy)

Dutasteride/tamsulosin,Jalyn: The patienhas a diagnosis of BPH (benign

prostatic hypertrophy) AND the patient has a documented treatment
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COMBINATION PRODUCT

DI GOXI| NA
DI GOX 1 NSolu®n a |
LANOXIN ® (digoxin)

ALCOHOL DEPENDENCY

ACAMPROSATEA

DI SULEI RAMA 250 mg, 50C¢C
Antabusg))
NALTREXONE or al A

Preferred Agent after Clinical Criteria are Met
Vivitrol ® (naltexone for extendestlease injectable

suspension)
(QL = 1 injection (380 mg) per 30 days)

OPIATE DEPENDENCY

NALTREXONE oral A

Preferred Agent after Clinical Criteria are Met

SUBOXONE® sublingual FILM
(buprenorphine/naloxone)
QL = 2 films per day (8 mg strength), 3 films per da

Antabus®* (disulfiram)

failure/inadequate response to combination therapy with generic tamsulos
and finasteridND is unable to take tamsulosin and dutasteride as the
individual separate agents AND for approval of Jayln, the patient must hav
documented intolerance ¢eneric dutasteride/tamsulosin.

LIMITATIONS: Coverage of androgen hormone inhibitors will not be approv
for cosmetic use in men or women (makgtern baldnesdépecia or
hirsutism). (This includes Propecia (finasteride) and its generic equivalent
whose only FDA approved indication is for treatment of male pattern hair |
Current clinical guidelines recommend the use of Cialis (tadalafil) only in r
with corcomitant erectile dysfunction or pulmonary hypertension. Medicai
programs do not receive Federal funding for drugs used in the treatment ¢
erectile dysfunction so Cialis will not be approved for use in BPH.

Dutasteride/tamsulosin (compare to J&jyn
(QL=1 capsule/day)
Jalyn™ (dutasteride/tamsulosinQ( = 1 capsule/day)

CARDIAC GLYCOSIDES

CHEMICAL DEPENDENCY

Antabuse The patient has had a documented intolerance to the generic equit
product

b USpbf tegg)o rphineA @oureryi ngue suboxone, Buprenorphine/NaloxoneBuprenorphine: Diagnosis of opiate
ubute ' . .- -
dependence confirmed (will not be approved for alleviation of pain) AND
QL:3tabIetshperday(2 mg strength) or 2 tablets/day Prescriber has a DATA-DEROO iwainger
mg strengt
g gth) prescribe AND A fAiPharmacy Homeo f

(Maximum Daily Dose = 16 mg/day) ! )
Revia™ * (naltrexone oral) (Pharmacy located or licensed in VT) AND Requests for
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(2 mg strengthpr C

1 film per day (4 mg and 12 mg strengths) sublingual TABLET
(Maximum daily Dose = 16 mg/day)
day (2 mg strength)

(Maximum daily Dose = 16 mg/day)

*Maxim um days supply for Suboxone is 14 days* ~ Bunavail® QL= 1film per day(2.1/0.3mg, 6.1/1mg),
2films per day (4.2/0.7mg)
Zubsolv®(QL=1 film perday of all strengths)

Note: Meth f i lvp *Maximum days supply fooral
ote: Methadone for opiate dependency can only b buprenorphine/naloxone or buprenorphied4

prescribed through ldlethadone Maintenance
Clinic days**

For Prevention of Relapse to Opioid Dependency Proitr)rﬁjp?lgir?tf %)grpéerﬂg;qlﬂgelzﬂsai?rﬂﬁmqgrigmtﬁlﬁﬁh;rgpyz

Vivitrol® (naltrexone for extendedelease injectable
suspengin) (QL = 1 injection (380 mg) per 30
days)

year

OVERDOSE TREATMENT
NALOXONE HCL Prefilled lueflock needleless
syringe plus ininasal mucosal atomizing devic
(Rescue kit)
NARCAN® (naloxone hcl) Nasal Spray
Quantity Limit = 4 singleuse sprays/28days

buprenorphine/naloxenA ( f or me

QL = 2 tablets per day (8 mg strength) or 3 tablets pet

Buprenorphine/Naloxone SL tablet, Bunavail or Zubsolv after documented
intolerance of Suboxone Film must include a completed MedWatch form tl
will be submitted by DVHA to the FDA. AND If buprenorphiffermerly
Subutex) is being requested, Patient is either pregnant and history (copy
positive pregnancy test) has been submitted (duration of PA will be one 1
month post anticipated delivery date) OR Patient is breastfeeding a mett
or morphine dpendent baby and history from the neonatologist or pediatri
has been submitted.

Probuphine: Patient mushave achieved and sustained prolonged clinical stab

ontransmuce al buprenorphine AND is cul
8mg per day of Suboxofior it d6s transmucosal [

equivalent (defined as stable on
3 months or longer without any need for supp@aral dosing or adjustments)
AND the provider and patient are both enrolled in the ProbufHREEMS
program AND clinical justification must be provided detailing why the merr
cannot use a more cost effective buprenorphine formulatiote:

Probuphin@ will be approved as a medidagnefit ONLY and will NOT be
approved if billed through pharmacy point of sale. Probughiiienot be
approved for new entrants to treatment. Initial approval will be granted for
monthswith extension considered for andiiibnal 6 monthgThere is no
clinical experience with insertion of ProbupHineeyond a single insertion in
each arm).

Vivitrol: There must be a documented trial of oral naltrexorestablish

tolerability AND Patient should be opiate free for >I0 days prior to
initiation of Vivitrol. If the diagnosis is alcohol dependenite patient should
not be actively drinking at the time of initial Vivitrol administration.

Limitations: Effective 4/1/17, Evzio® is not classified as a covered outpatient

drug and is therefore not covered by Vermont Mediaid.

GASTROINTESTINAL AGENTS: CONSTIPATION/DIARRHEA, IRRITABLE BOWEL SYNDR@@ESTRIPATION (IBSC), IRRITABLE
BOWEL SYNDROMBIARRHEA (IBSD), SHORT BOWEL SYNDROME, OPIOID INDUCED CONSTIPATION

Preferred Agents (No PA Required) Non-preferred Agents (PARequired)

Criteria

Constipation: Chronic, IBS_C, or Opioid-Induced (Amitiza, Linzess, & Movantik length of approval: Initial PA of 3 months and & 12 months thereafter
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Bulk-Producing Laxatives
PSYLLI UMA
Osmotic Laxatives
LACTULOSEA
POLYETHYLENE GLYCO L
Stimulant Laxative

Bl SACODYLA
SENNAA

Stool Softener
DOCUSATEA

3350( ( PEG

Miscellaneous
DICYCLOMINE

Guanylate Cyclas€ Agonists
LINZESS (linaclotide) 145mcg and 290mc
(Qty limit = 1 capsule/day)
CIG2 Chloride Channel Activators
AMITIZA® (lubiprostone)
(Qty Limit = 2 capsules/day)
Opioid Antagonists
All products require PA

Short Bowel Syndrome (SBS) (length of approval:

Linzes® (linaclotide)72mcg(Qty limit =1
capsule/day)
Movantik (naloxegol)Qty limit=1 tablet/day)

Relistof® (methylnaltrexone) tablet®y Limit = 3

tabs/day
Relistof® (methylnatrexone) injection

Trulance (plecanatide) (Qty limit=1 tablet/day)

6 Months)

Linzess72mcg The patient is 18 years of age or older. AND The patient has
diagnosis of chronic idiopathic constipation (CKND the patient is unable tc
tolerae thel45 mcgdose

Movantik: The patient is current using an opiate for at least 4 weeks AND Th
patient must have documented opigiduced constipation AND The patient
has had a documented side effect, allergy or treatment failure to a 1 week
of at least 2 preferred laxatives, one of which must be from the Osmotic
Laxative categonAND the patient has had a documented side effect, allerc
or treatment failure of Amitiza.

Relistor Tablets: The patient is current using an opiate for at least 4svABID
has documented opicidduced constipation ANDhe patient has had a
documented side effect, allergy or treatment failure to a 1 week trial of at |
2 preferred laxatives, one of which must be from the Osmotic Laxative
categoryAND has had a docuented side effect, allergy, or treatment failure t
Amitiza andMovantik.

Relistor Injection: The patient must have documented opioiduced
constipation and be receiving palliative care AND

Trulance: The patient is 18 years of age or older. AND Pphéent has had a
diagnosis of chronic idiopathic constipation (CIC)AND The patient has ha
documented treatment failure to lifestyle and dietary modification (increast
fiber and fluid intake and increased physical activity) AND The patient has
a documented side effect, allergy or treatment failure to a 1 week trial of al
least 2 preferred laxatives, one of which must be from the Osmotic Laxati
categoryAND the patient has had a documented side effect, allergy or
treatment failure to Amitiza andinzess

Gattex® (teduglutide) VialsMa x i mu m d Gattex: Patient has a diagnosis of short bowel syndrome AND Patient is recei\

supply = 30 days

Antidiarrheal: HIV/AIDs (lengh of approval: initial approval 3 months, subsequent 1 year)

DI PHENOXYLATE/ ATROPI NE/Z
LOPERAMI DEA

Fulyzaq® (crofelemer) 125 mg DR Tablets
QL = 2 tablets/day

specialized nutritional support adnmtéred intravenously (i.e. parenteral
nutrition) AND Patient is 18 years of age or older AND Patient does not hay
active gastrointestinal malignancy (gastrointestinal tract, hepatobiliary,
pancreatic), colorectal cancer, or small bowel cancer. ANDr Afliminary
review by the Clinical Call Center, the request will be forwarded to the DVH
Medical Director for final approval. Note: Rgproval requires evidence of
decreased parenteral nutrition support from baseline.

Fulyzaq: Patient has HIV/AIDS and is receiving angitroviral theapy AND
Patient is at least 18 years of age AND Patient requires symptomatic relief
noninfectious diarrhea AND Infectious diarrhea (e.g. cryptosporidiosis, c.
difficile, etc.) has been ruled out AND Patient has tried and failed at least ¢
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anti-diarrheal medication (i.e. loperamide or atropine/diphenoxylate)

Antidiarrheal: IBSD (length of approval: initial approval 3 months, subsequent 1 year)

Alosetron (compare to Lotron&x Lotronex/alosetron: The patient is a woman and has a diagnosis of severe diarrhe
Lotronex® (alosetron) predominant irritable bowel syndrome (IBS) with symptoms lasting 6 months ¢
Viberzi®‘(eluxadloline) longer AND has had anatomic or biochemical abnormalities @3 khect
Xermeld™ (telotristatethyl) (QL=3 tablets/day) excluded AND has not responded adequately to conventional therapies loper:
cholestyramine, and TCAG6s. For app

have documented intolerance to brand Lotronex.

Viberzi: The patient has a diagnosis B&D AND does not have any of the followin
contraindications to therapy A) known or suspected biliary duct obstruction, or
sphincter of Oddi disease or dysfunction B) alcoholism, alcohol abuse, alcoho
addiction, or drink more than 3 alcoholic beverages/d) a history of pancreatitis
structural diseases of the pancreas D) severe hepatic impairmenrR@jhicClass
C) AND has not responded adequately to conventional therapies loperamide,
cholestyramine, and TCAO®Os.

Xermelo: The patient has a diagnosiscarcinoid syndrome diarrhea AND had an
inadequeate treatment response (defined as 4 or more bowel movements per
despite use of a loracting somatostatin analog for at least 3 consecutive mont
AND the medication will be used in combination witlbag-acting somatostatin
analog therapy. For aathorization, documentation showing a decrease in the
number of bowel movements per day is requiNate: Xermelo will not be
approved in treatment naive patients or as monotherapy.

CONTRACEPTIVES
SELECT PRODUCTS (length of approval: 1 year)
MONOPHASIC AGENTS:
Due to the extensive list of products, any Blisovi FE 24 (norethindrorethinyl estradiol/FE) Non-preferred agents: Trial with at least three preferred contraceptive products
monophasic BCP not listed as npreferred is Brevicon28 (norethindrone/binyl estradiol) including the preferred formulation of the requestedpreferred agent
considered preferred. Drospirenone/ethiyl estradiol/levomefol

Gildesse fe (norethindrone/ ethinyl estradiol/FE)
Junel FE 24 (norethindrone/etil estradiol/FE)
Lo-Estrin (norethindrone/ethinyl estradiol)
Lo-Estrin FE (norethindrone/ ethinyl estradiol/FE)
LoMedia FE (norethindrone/ ethinyl estradiol/FE)
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BIPHASIC AGENTS
BEKYREE (desogestrel/ethyl estradiol)

DESGGESTREL ETHINYL ESTRADIOL

KARIVA (desogestrel/ ethinyl estradiol)
KIMIDESS (desogestrel/etiyl estradiol)
NORETHIDRONE/ETHINYL ESTRADIOL 0.5/135
PIMTREA (desogestrel/ ethinyl estradiol)
VIORELE (desogestrel/ ethinyl estradiol)
TRIPHASIC AGENTS

ALYACEN (norethindrone ethinyl estradiol)
ARANELLE (norethindrone/ethinyl estradiol)
CAZIANT (desogestrel/ ethinyl estradiol)
CYCLAFEM (norethindrone/ethinyl estradiol)
DASETTA (norethindrone/ethinyl estradiol)
ENPRESSE (levonorgestrel/ ethinyl estradiol)
LEENA (norethindrone/ethinyl estradiol)
LEVONEST (levonorgestrel/ ethinyl estradiol))
MYZILRA (levonorgestrel/ ethinyl estradiol)
NATAZIA (dienogest/estradiol valerate)

NECON 77/7 (norethindrone/ethinyl estradiol)
Norgestimate ethinyl estradiol

NORTREL 7/7/7 (norethindrone/ethinyl estradiol)
PIRMELLA (norethindrone/ethinyl estradiol)

TILIA FE (norethindrone/ethinyl estradiol/FE)
TRI-ESTARYLLA (norgestimate/ ethinyl estradiol)
TRI-LEGEST FE (norethindrone/ethinyl estradiol/FE
TRI-LINYAH (norgestimate/ ethinyl estradiol)
TRI-LO-ESTARYLLA (norgestimate/ethiyl estradiol)
TRI-LO-MARZIA (norgestimate/etimyl estradiol)
TRI-LO-SPRINTEC (norgestimate/ettyil estradiol)

Microgestin FE (norethindrone/étlyl estradiol/FE)
Norinyl 1/35 (norethindrone/ethinyl estradiol)
Ogestrel (norgestrel/ethinyl estradiol)
OrthoCyclen28 (norgestimate/ethinyl estradiol)
Ovcon35/28 (norethindme/ethinyl estradiol)
Rajani (drospirenone/eattyl estradiol/levomefol)
Taytulla (norethindrone/ethyl estradiol/FE)

Yaz (drospirenone/ ethinyl estradiol)

Yasmin 28 (drospirenone/ ethinyl estradiol)
Zenclent FE (norethindrone/ethyl estradiol/FE)
Zovia 1-50(ethynodiol D/ ethinyl estradiol)

Azurette(desogestrel/ ethyl estradiol)

Lo Loestrin FEnorethindrone/ ethinyl estradiol/FE)
Mircette (desogestrel/ ethinyl estradiol)

Necon 10/1428 (norethindrone/ ethinyl estradiol)

Cyclessa (desogestrel/ ethinyl estradiol)

Estrostep FE (norethindrone/ethinyl estradiol/FE)
OrthoNovum 7/7/7 (norethindrone/ethinyl estradiol)
Ortho TriCyclen (norgestimate/ ethinyl estradiol)
Ortho Tri-CyclenLO (norgestimate/ ethinyl estradiol)
Tri-Norinyl (norethindrone/ethinyl estradiol)

Non-preferred agents: Trial with at least three preferred contraceptive products
including the peferred formulation of the requested fmeferred agent

Non-preferred agents: Trial with at least three preferred contraceptive products
including the preferred formulation of the requestedmpeferred agent
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TRINESSA (norgetimate/ ethinyl estradiol)
TRINESSA LO (norgestimate/ettyil estradiol)
TRI-PREVIFEM (norgestimate/ ethinyl estradiol)
TRI-SPRINTEC (norgestimate/ ethinyl estradiol)
TRIVORA (levonorgestrel/ ethinyl estradiol)
VELIVET (desogestrel/ ethinyl estradiol)

EXTENDED CYCLE

AMETHIA LO (levonorgestrel/ ethinyl estradiol) Amethia (levonorgestreéthinyl estradiol)
AMETHYST (levonorgestrel/ ethinyl estradiol) Ashlyna (levonorgestrel/ ethinyl estradiol)
CAMRESE (levonorgestrel/ ethinyl estradiol) Daysee (levonorgestrel/ ethinyl estradiol)

CAMRESE LO (levonorgestrel/ ethinyl estradiol) Fayosim (levonorgestrel/ ethinyl estradiol)
INTROVALE (levonorgestrel/ ethinyl estradiol 3SMTF Quartette (levonorgestrel/ ethinyl estradiol)
JOLESSA (levonorgestrel/ ethinyl estradiol 3MTH)  Rivelsa (levonorgestrel/ ethinyl estradiol)
LEVONORGESTREL ETHINL ESTRADIOL
TBDSPK 3 month
LEVONORGESTREL ETHESTRAD ETHINYL
ESTRADIOL TBDSPK 3 month
LO-SEASONIQUE (levonorgestrel/ ethinyl estradiol)
QUASENSE (levonorgestrel/ ethinyl estradiol 3MTH
SEASONIQUE (levonorgestrel/ ethinyl estradiol)
PROGESTIN ONLY CONTRACEPTIVES
CAMILA (norethindrone) Ortho Micronor (norethindrone)
DEBLITANE (norethindrone)
ERRIN (norethindrone)
HEATHER (naethindrone)
JENCYCLA (norethindrone)
JOLIVETTE(norethindrone)
LYZA (norethindrone)
NORA-BE (norethindrone)
NORETHINDRONE 0.35MG
SHAROBEL (norethindrone)
INJECTABLE CONTRACEPTIVES
MEDROXYPROGESTERONE ACETATE 150MG  DepcProvera (IM) (medroxyrogesterone acetate)
(IM) VIAL/SYRINGE 150mg Susp vial/syringe
DEPGPROVERA 104 (SUBRY) SYRINGE
(medroxyprogesterone acetate)
VAGINAL RING

NUVARING® (etonogestrel/ethinyl estradiol vagin
ring)
LONG ACTING REVERSIBLE CONTRACEPTIV ES (LARCs)

Non-preferred agents:Trial with at least three preferred contraceptive products
including the preferred formulation of the requestedpraferred agent

Non-preferred agents: Trial with at least three preferred contraceptivoducts
including the preferred formulation of the requestedpraferred agent
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KYLEENA (levonorgestrel) IUD
LILETTA (levonorgestrel) IUD
MIRENA (levonorgestrel)UD
PARAGARD (copper) IUD

SKYLA (levonorgestrel) IUD
NEXPLANON (etonogestrel) Implant

TOPICAL CONTRACEPTIVE S
XULANE PATCH (norelgestromin/ ethinyl estradiol)

AFTERA (levonorgestrel)
ECONTRA EZ (levonorgestrel)
FALLBACK SOLO(levonorgestrel)
LEVONORGESTREL

MY WAY (levonorgestrel)

NEXT CHOICE (levonorgestrel)
OPCICON ONESTEP (levonorgestrel)
OPTION 2 (levonorgestrel)
REACT (levonorgestrel)

TAKE ACTION (levonorgestrel)
ELLA (ulipristal)

CORONARY VASODILATORS/ANTIANGINALS/SINUS NODE INHIBITORS

ORAL
| SOSORBI DE DI NI(DRAE®BA t DiIatrt::—SR“y (ispsorbide djnitrate SR capsule) Dilatrate-SR, Imdur: The patient has had a side effect, allergy, or treatment
isordif®) :;nrgo X (igzzz?l;?éiemngzgmIrtgtiéetaEbilqei?b|Et) failure to at least two of the following medications: istiige dinitrate ER
| SOSORBI DE DI NI TRATEA E |sosorbide dinitrate SL tablet tf'ablet, isosorbide mononitrate ER tablet,.nltroglyc.erln ER capsule or N.|tro
| SOSORBI 5 E MONONI TRATEZ2 |sordil®* (isosorbide dinitrate tablet) time. If a product has an AB rated generic, one trial must be the generic
Ismo™,Monoket") Monokef®* (isosorbide mononitrate tablet) formulation.
| Ismo, Isordil, Monoket, Isosorbide dinitrate SL tablet: The patient hasdd a
I SOSORBI D MONONI TRATE/ BiDil® (isosobide dinitrate/hydralazine) side effect, allergy, or treatment failure to at least two of the following
(compare to Imdur) N Ranexa (ranolazineYQuantity Limit = 3 tablets/day medications: isosorbide dinitrate tablet or isosorbide mononitrate tablet. If
NI TROGLYCERI NA SL tabl
NI TROGLYGERI MA ER caps (108500%3;)9)), 2 tablets/day dp:rodt:]ct has anbAB ratezjd genelric, olr|1e tri;’:l(lj must be trrl]e g:neric formulatior
Bidil: The prescribr provides a clinically valid reason why the patient cannot
:::I.IFR.I.O ;II\(IDG(;J fLYP(L:J l\épRSIPEAY@) SPRAY LI isosorbide dinitrate and hydralazine as separate agents.
to Nitroalycerin Ranexa: The patient has had a diagnosis/indication of chronic angina. AND 1
Pump Spr;%y patient has had a documented side effect, allergyeatment failure with at
NITROMIST™ Lingual Spray least one medication from two of the following classes:-bkteakers,
NITROQUICK® (nitroglycerin SL tablet) maintenance nitrates, or calcium channel blockers. AND The patient does
NITROSTAT® (nitroglycerin SL tablet) have any of the following conditions: Hepatic insufficiency, Concurrent use
NITRO-TIME™ (nitroglycerin ER capsule) medications which may interact with Ranexa: CYP450 3A4 inducers
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(rifampin, rifabutin, rifapentin, phenobarbital, phenytoin, carbamazepine,
St.Johnds wort) CYP450 3A4 inhib
protease inhibitors, grapefruit juice, maate antibiotics) Note: doses of
digoxin or drugs metabolized by CYP450 2D6 (TCAs, some antipsychotic:
may need to be adjusted if used with Ranexa. AND The dose requested d
not exceed 3 tablets/day (500 mg) or 2 tablets/day (1000 mg).

TOPICAL
NITREK® (nitroglycerin transdermal patch) Nitro-Dur®* (nitroglycerin transdermal patch) Nitro-Dur: patient has had a side effect, allergy, or treatment faitubétrek or
NITRO-BID™ (nitroglycerin ointment) generic nitroglycerin transdermal patches.

NI TROGLYCERI N TRANSDERW

(campare to Nitre
Durd)

SINUS NODE INHIBITORS
Corlanor® (ivabradine) (QL=60 tabs/30 days) Corlanor Clinical Criteria:

1 Diagnosis of stable, symptomatic heart failure AND

Left ventricular ejection fr
Rsting heart rate O 70 bpm /
In sinus rhythm AND

Persisting symptoms despite maximally tolerated doses of bet
blockers or who have contraindication to beta blocker therapy

=A =4 =4 A

CORTICOSTEROIDS: ORAL

CORTISONE ACETATE tablets

DEXAMETHASONEA fintemsble t s Celeston® (betamethasone) oral solution Rayos: The patient ha}s had a trial of generic irr_]mediat.e release prednisone ¢
Coref” ryoconsone) et
i i s is i ing.
DEXPAK® tabs (dexamethasone taper pack) Flo-Pre® (prednisolone acetate) oral suspension P 9
A ®
HYDR %C ORTI SONEA tab™(co @+ . All Others: The patient has been started and stabilized on the requested
MEDROL"™ (methylprednisolone) 2mg tablets Medrof™* (methylprednisolone) tablets medication.
METHYLPREDNI SOLONEA (¥ ¢ Medrol Dose PaR* (methylprednisolone) tabs OR The patient has a documented side effect, allergy, or treatment failure
tabs MiIIipred® (prednisolone) tablets least two preferred medications. If a product has an AB rated generic, one
M E(c.lc-)r|n-|p:1rlé t'; l\ﬁelfjr?)ll\é)l)sg OLONE DOSE Millipred® (prednisolone sodium phos) oral solution must be the geeric formulation.
Pa cl@) tabs Millipred pp® (prednisolone) dose pack tablets
ORAPREE® ODT (prednisolone sod phosphate) (ac Orapre@* oral solution* (prednisolone sod phos)
<12 yrs) Orapret@ ODT (prednisat ne sod phos)
PREDNI SOLONEA 3 mg/ ml ¢ pegiaprel” (prednisolone sod phosphate) oral solutior
(compare to Prelor% prednisolone sodium phosphate oral solution 25 mg/5

RayoéFD (prednisone) Delayed Release Tablet
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PREDNI SOLONE SODI UM P H(C (Quantity limit = 1 tablet/day)

oral solution veripred® 20 oral solution (prednisohe sodium
(compare to Orapr phosphate)
PREDNISOLONE SOD PHOSPHATE ORAL

SOLUTI ONAmI6 . 7 mg

(5mg/5ml base) (compare to Pedia;@bed
PREDNI SONEA intensol, s

COUGH AND COLD PREPARATIONS

Hydrocodon
Tussione

chlorpheniramine (compare to

All generics
) (QL = 60 mI/RX)

MUCINEX ® (guaifenesin)
Tussione® (hydrocodone/chlorpheniraming)L = 60
ml/RX)

TussiCap@ (hydrocodone/chlorphenirane) (QL = 12
capsules/RX)
All other brands

Tussionex, TussiCaps, Hydrocodone/chlorpheniramine suspension (generic)
The patient has had a documented side effect, allergy, or treatment failure
two
of the following generically available cough cough/cold products:
hydrocodone/homatropine (compare to Hycodan), promethazine/codeine
(previously Phenergan with Codeine), guaifenesin/codeine (Cheratussin A
benzonatate. AND patient is 6 years old of age or greater. AND The quan
requested des not exceed 60 ml (Tussionex) orcBpsules (TussiCaps). ANL
If the request is for Tussionex the patient has a documented intolerance tc
generic hydrocodone/chlorpheniramine suspension.

All Other Brands: The prescriber must provide a clinically valid reason for th

use of the requestadedication including reasons why any of the genericall:
available preparations would not be a suitable alternative.

CYSTIC FIBROSIS MEDICATIONS

Preferred After Clinical Criteria Are Met

BETHKIS® (tobramycin) inhalation solution

(Quantity Limit=56vih s/ 56 days;
supply = 56 days) (2 vials/day for 28 days, ther
28 days off)

KITABIS® (tobramycin sol)

Cayston® (aztreonam) inhalation solution

(Quantity Limit = 84 vials/56 days; maximum days
supply = 56 days)

(3 vials/day for 28 dag; then 28 days off)

Kalydeco® (ivacaftor) tablets

Li mit = 2 tabl

QL= 56vials/56days:; ma(Q_uantity
days; 2 vials/day for 28 days, then 28 days off) =30 daysf)
® ) Kalydeco® (ivacaftor) packets
TOBI _ (tobramycin PODHaler capsules for (Quantity Limit = 2 pacl
inhaldaion) supply = 30 days)
QL = 224 capsules/ 56 d

= 56 days) (4 capsules twice daily for 28 days, the Orkambi® (lumacaftor/ivacaftor) (Quaty Limit=
28 days off) 120/30 days; max days supply=30 days)

Bethkis, Kitabis, Pulmonzyme: diagnosis or indication is cystic fibrosis

TOBI, tobramycin inhalation solutions: Diagnosis or indication is cystic fibrosi
and the patient has a documented failure or intolerance to KiatiBethkis

Cayston: diagnosis or indication is cystic fibsis and the patient has had a
documented failure, intolerance or inadequate response to inhaled tobrarr
therapy alone

Kalydeco: The patient has a diagnosis of Cystic Fibrosis. ANBatient has ong
of the following mutations on at least one allele in the cystic fibrosis
transmembrane conductance regulator (BRER gene)A1067T, A455E,
D11CE, D110H, D1152H, D1270N, D579B193K,E56K, F1052V, F1074L,
G551D,G1069R,G1244E, G1349D, G178R, G55181060T, L206W, P67L,
R1070Q, R1070W, RL7C, R11H, R347H, R352Q, R74W, S945L, S977F,
S1251N, S1255P, S549N, or S549R and who have an R117H mutation in
CFTR gene (documentation proviJedND Thep at i ent is 02
Renewal of Prior Authorization will require documentation of member
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ACTINIC KERATOSIS THERAP Y

IMIQUIMOD 5% Cream
EFUDEX®” (fluorouracil) 5% cream, solution

FLUOROURACIL (compare to CARA@) 0.5%
cream

cArRAC® (fluorouracil) 0.5% cream

C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

ANTIOBIOTICS TOPICAL

Pulmozyme® (dornase alfa) inhalation solution
(Quantity Limit =60/30 days; maximum days
supply=30 days)

TOBI® (tobramycin) inhalation solution

(Quantity Limit = 56 vials/56 days; maximum days

supply= 56 days)
(2 vials/day for 28 days, then 28 days off)

Tobramycin inhalation

(Quantity Limit = 56
supply = 56 days)(2

vials/day for 28 days, then 28 days off)

response.
TOBI PODHALER: allowed after a trial of another form of inhaled tobramycir
Orkambi: The patient has a diagnosis of Cystic Fibrosis AND
Initial Criteria
1 O6years of age
1 Patientmustbe determined to be homozygous for B&8delmutation
in the CFTR genasconfirmed by an FDAepproved CF mutation test
AND
1 Patient has a baseline forced expiratory volume in one second (FEV
40 percent of the prectied normal value AND
9 If the patient is between the ages€t8, they must have undergone a
baseline ophthalmic examination to monitor for lens opacities/ctdare
9 Prescriber is a CF specialist or pulmonologist

vV i i Ongoing Approval Criteria

1 Patent hasstableorimproved FEV1
1 Patient has LFTs/bilirubin monitored every 3 months foffitlseyearof
therapy and annually after the first year

1 ALTorAST O 5 X the upper limit o
upper Iimits of nor mal and bil

1 Between the ages of 12 and 18, have follow up ophthalmic exam at
annually

DERMATOLOGICAL AGENTS

Aldard® (imiquimod) 5 % Cream

Diclofenac $dium 3 % Gel (compare to Solar@z)e

Qty Limit = 1 tube/30 days

Fluorouraci | A ® 5ocmama 5% 2%

solution

Picat® (ingenol mebutate) 0.015 % Gel
Qty Limit = 3 tubes

Picat® (ingenol mebutate) 0.05 % Gel
Qty Limit = 2 tubes

Solanz® (diclofenac sodium) 3 % Gel

Qty Limit = 1 tube/30 days

Tolak® (fluorouracil) Cream

Zyclara (imiquimod) 3.75 % Cream

Qty Limit = 56 packets/6 weeks

Zyclara (imiquimod) 2.5%, 3.75 % Cream Pump
Qty Limit = 2 pumps/8 weeks

Aldara: the patient haa documented intolerance to generic imiquimod

Picato: The diagnosis or indication is actinic keratosis AND The patient has h
documented side effect, allergy, contraindication or treatment failure with i
generictopical fluorouracil producAND The patent has had a documented
side effect, allergy, contraindication or treatment failure wéheric
imiquimod.

Solaraze Gel, Tolak, Diclofenac GelThe diagnosis or indication is actinic
keratosis AND The patient has had a documented side effect, allergy,
contraindication or treatment failure with a preferred topical fluorouracil
product.

Zyclara Cream: The diagnosis or indication is actinic keratosis on the face or
scalp AND The patient has had a documented side effect, allergy, or treat
failure with 5fluorouracil and Aldara or generic imiquimod 5% cream. OR
The treatment area is greater than 25 cm2 on the face or scalp. AND The
patient has had a documented side effect, allergy, or treatment failure witt
fluorouracil.
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Single Acent
BACITRACINA

MUPIROCIN OINTMENTA (compare to Bactrob@)

Combination Products
BACITRACIN-POLYMYXIN A
NEOMYCIN-BACITRACIN-POLYMYXIN A

Note: Bactroba@ Nasal Ointment is not included in
this managed category

C=cream, F=foam, G=gel, L=lotin, O=ointment,
S=solution
ANTIFUNGALS: ONYCHOMYCOSIS

ClI CLOPI ROX A 8 % solut
Nail Lacquer) QL =6.6 ml/90 days

ANTIFUNGALS: TOPICAL

Single Agent

CICLOPIROXA (compare to Lopro@) 0.77% C, Sus,
G; 1%Sh .
CLOTRIMAZOLEA1% C, S

KETOCONAZOLEA(compare to Kur@, Nizora@)
2% C, 2% Sh
MICONAZOLE Aall geneic/OTC products

NYSTATIN AO, C, P (compare to Mycosta(@n
Nystop® , Nyamyc@ )
TOLNAFTATE A(compare to Tinact@) 1% C,P, S

Combination Products R
CLOTRIMAZOLE W/BETAMETHASONEA

Altabax® (retapamulinQL = 1 tube Altabax: The patient is being treated for impetigo. AND The patient has had

Bactrobalgp (mupirocin) Cream documented side effect, allergy, or treatmhfailure with mupirocin ointment

Bactroba®* (mupirocin) Ointment AND MRSA (methicillin resistant staph aureus) has been ruled out by cul

Bactroban Cream or Ointment, mupirocin cream, Centany Ointment:The
patient has had a documented intolerance with generic mupirocin ointmen
AND
If the request is for brand Bactroban Cream, the patient has also had a
documented intolerance to the generic equivalent.

Cortisporin Cream or Ointment, Gentamicin Cream or Ointment: The patient
has had a documented sielifect, allergy or treatmefrfiilure with at least one
preferred generic topical antibiotic

Centan@ Ointment (mupirocin)
GentamicinCream or Ointment

Mupirocin creamA compar

CortisporirgE Cream fleomycinpolymyxin-
hydrocortisone)

Cortisporir@ Ointment(bacitracimeomycinpolymyxin-
hydrocortisone)

All other branded products

Ciclodar? (ciclopirox 8% solution) Ciclodan, Jublia, Kerydin, Penlac Sol: The patient meets at least 1 of the
Penlac® Nail Lacquer (ciclopirox 8 % sdhn) QL = following criteria: Pain to affected area that limits normal activity, Diabetes
6.6 ml/90 Mellitus, Patient is immunocompromisedgtfent has diagnosis of systemic
Kerydin® dermatosis, Patient has significant vascular compromise AND Documente

Jublia® QL=48 weeks treatment intolerance to generic ciclopirox 8% solution.

LIMITATIONS: Coverage of Onychomycosis agents will NOT be approved
solely for cosmetic purposes. Kitstvmultiple drug products or nedrug
items not covered.

CE:icIodar&;)e{gclcc:)pirox) C All Non-Preferred Agents (except Vusion):The patient has had a documentec

conaz 0 . . :

Ertacz® (sertaconazole) 2% C side e.ffetct, .allrlergyi,.for trelatmentt fa(lllfure to :t Ietarl]st Wiglﬁetregt prefgrred
generic topical antifungal agents. (If a product has an rated generic, ol

0,

Exe.Id%rn‘@ (sulconazole) 1% C, S trial must be the generic equivalent of the retgeproduct.) OR The patient

Extina” (ketoconazole) 2% F has a contraindication that supports the need for a specific product or dos

Ketoconazol&(compare to Extln@) 2 % Foam form of a brand topical antifungal

tﬁgﬂé’l Eii(éoor;ra(f)lg)e;.tgz%?rg?r:% C. S, Sp.G Vusion: The patient has a diagnosis of diaper dermatitis complicated by
Menta®) 1% C documented candidiasis AND The patienat least 4 weeks of age.AND The
Naftin® (nattifine) 1% & 2% C, 1%, 2% G patient has had two trials (with two different preferred antifungal agents) u

e in combination with a zinc oxide diaper rash product resulting in documen
Nizora(®* (ketoconazole) 2% Sh

X X ; side effects, allergy, or treatment failures.
Nystat@ w/triamcinolone C, O 9y
Nystop~, Nyamyc™* (nystatin) P

66



(compare to Lotrisone) C, L

C=cream, F=foam, G=gel, L=lotion, P=powdge
S=solution, Sh=shampoo, Sp=spray,
Sus=suspension

ANTIVIRALS: TOPICAL

ABREVA OTC (docosanol) 10% C
C=cream, O=ointment
Note: See Antinfectives: Antivirals: Herpes: Oral for

Sitavig®

CORTICOSTEROIDS: LOW POTENCY

ALCLO%ETASONE 0.05% C,
Aclovate™)
FLUOCI NOLONE 0. 01% C

to DermaSmoothe,SynaIa@)

HYDROCORTI SONEA

0.5%, 1%, 2.5% C; 1%, 2.5% L, 0.5%, 1%, 2.5% O

C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solutian

CORTICOSTEROI DS: MEDIUM POTENCY

BETAMETHASONE DI PROPI O
L, O (formerlyDiprosom@)
BETAMETHASONE VALERATE?

(formerly BetaVaI®)
BETAMETHASONE VALERATE?Z?
to Luxig®) F
CLOCORTOLONE 0.1% C (compare to Cloderm®)
FLUOCI NOL 02%% &, OGcompare to
Synalar)
FLUTI
Cutivate™)
HYDROCORTI SONE BUTYRATE
MOMETASONE FUROATEA 0.1

ASONE A 0.05% C;

Oxistaf® oxiconazole) 1% C

Lotriso& * (clotrimazle w/betamethasone) C
Vusion™ (miconazole w/zinc oxide) O

(QL=50 g¢/30 days)

All other branded products

Note: Pl ease refer to

Nail Lacquer

Acyclovir (compare to Zovira@) 5%0
Denavi® (penciclovir) 1% C

Zovirax® (acyclovir) 5% C, O
Xerese® (acyclovir 5%/hydoortisone 1%) C

Cape>® (fluocinolone) 0.01% shampoo

DermaS@ooth@* (fluocinolone 0.01%) oil
Desonate (desonide) 0.05% G
Desonidé0.05% C,L,0O (compare to DesOv@n
DesOwel?* (desonide) 0.05% C, L

Synala@* (fluocinolone) 0.01% S
All other brands

Clodernf® (clocortolone) 0.1% C

Cordr (all products)
Cutivate™ (fluticasone) 0.05% L

Dermatop (prednicarbate) 0.1% C, O

desoximetasone 0.05% C, O (compare to Toﬁ%ort

Elocor®* (all products)
Flurandrenolide (compare to Cordran®)L, O

FluticasoneA
Hydrocortisone Valeraf0.2% C,O
Kenal&f? (triamcinolone) Aerosol Spray
Luxig™ (betamethasone valerate) F

prednicarbat eA Poawmp or e
Serniv® (betamethasone dipropionate) 0.0Spsay

fi D
Ony c h o my caclegirex solutfomand Penl

(® @0s%,aLr e

Acyclovir, Denavir, Xerese, Zovirax The patient has a diagnosis of oral herpe
simplex infection and a failure of both oral antiviral and Abreva @QND for
approval of generic acyclovir ointment, the patient must also have docume
intolerance to brand Zovirax

** Topical antiviral therapy offers minimal clinical benefit in the treatment of
genital herpes and its use is discouraged by the CDC so topical antiviral
therapy will not be approved for this indication. **

CRITERIA FOR APPROVAL (NON-PREFERRED AGENTS): The patient
has a documented side effect, allergy, or treatment failure to at least two
different preferred agents of similar potency. (If a product has an AB ratec
generic, one trial must be the generic.)

CRITERIA FOR APPROVAL (NON -PREFERRED AGENTS): The patient
has a documented side effealiergy, or treatment failure to at least two
different preferred agents of similar potency. (If a product has an AB ratec
generic, one trial must be the generic.)
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(compare to EIocc@)
TRI AMCI NOLONE ACETONI DE

L, O (formerIyAristocorf@ or KenaloéE)

CORTICOSTEROIDS: HIGH POTENCY

AUGMENTED BETAMETHASONE
L(compare to Dipriene” AF)

BETAMETHASONE VALERATE/
(formerly BetaVaI®)

DESOX| METASONEA 0.05% (
(compare to Topicort)

FLUOCI NONI DEA 0.05% C,
Lidex®)

TRI AMCI NOLONE ACETONI DE
(formerly Aristocort")

C=cream, =foam, G=gel, L=lotion, O=ointment,
S=solution

CORTICOSTEROIDS: VERY HIGH POTENCY

AUGMENTED BETAMETHASONE

(compare to Diproler@) 0.05% G .
DI FLORASONE DI ACETATEA
(compare to Apexicc@, formerly Psorcon @)
HALOBETASOL PROPRI ONATE

UItravatérD)
C=cream, F=foam, G=gel, L=lotion, O=ointment,
S=solution

GENITAL WART THERAPY

Synala@* (fluocinolone) 0.025% C, O
Topicor@* (desoximetasone) 0.05% C, O
Triamc)i@olone Aerosol Spray

Trianex™* (triamcinolone) 0.05% O

All other brands

AmcinonideA (f&® meriy c CRITERIAFORAPPROVAL (NON -PREFERRED AGENTS): The patient

Apexicon 2 (diflorasone) 0.05% C has a documented side effect, allergy, or treatment failure to at least two
Diflorasone diacetateA C different preferred agents of siar potency. (If a product has an AB rated
Apexicon I_®) generic, one trial must be the generic.)

Diprol né® AF* (augmented betamethasone) 0.05% C

Halo alcinonide) dlproducts

Topicort™™ (desoximetasone) 0.05% G; 0.25% C, O,
Spray

All other brands

Clobetasol propi on®oess CRITERIAFOR APPROVAL (NON -PREFERRED AGENTS): The patient

L, Sh, Spray has a documented side effect, allergy, or treatment failure to at least two
Clobetasol propionate (compare to Temdterma®) different preferred agents of similar potency. (If a product has an AB ratec
0.05% CG,0,S generic, one trial must be the generic.)
Clobetasol 0.05% F (compare to Oulux®)
clobetasol propionat e®)en
0.05% F
Clobex® (clobetasol propionate) 0.05% L, shampoo,
spray
Diprolen(.®* (augmented betamethasone) 0.05% L, O
Diprolené’AF 0.05% C

fl &éo cin na'redbe/an)O(l%fi mp
Olux™ * /Qlux (clobetasol propionate) 0.05% F
Temovate ™ (clobetasol propionate) 0.05% C, , O,

vano® (fluocinonide) 0.1% C

Ultravaté® (halobetasol propionate) 0.05% C, O
All other brands
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IMIQUIMO D 5 % (compare to Alda@) cream

PODOFI LOX SOLUTI ONA %o

IMMUNOMODULATORS
Preferred after Clinial Criteria are Met

®
ELIDEL (pimecrolimus)§
®
PROTOPTIC (tacrolimus)®

Note: please refer thermatological Agents:
Corticosteroidscategory for preferred topical
corticosteroids.

Aldara® (imiquimod) 5% cream
Condylox™ Gel (podofilox gel)

Condylo>£FD * solution (podofilox solution)
Veregan® (sinecatechins ointment) (Quantity limit =
15 grams (Xube)/per 30 days)

Zyclara® (imiquimod 3.75%) Cream
(Quantity limit = 56 packets)/per 8 weeks)
Zyclara® (imiquimod 3.75%) Cream Pump
(Quantity limit = 2 pumps/per 8 weeks)

Tacrolimis Ointme® A (co
Eucris& (crisaboroleintment
Dupixen® (dupilumab)

Condylox gel, Veregan:The patient has had a documented side effect, allergy
treatment failure with Aldara

Condylox Solution: The patient has had a documented intolerance to generic
podofilox solution.

Aldara cream: The patient has had a documented intolerangeneric
imiquimod

Criteria for Approval ( topical medications): The patient s O 2 yea
AND has a diagnosis of atopic dermatitis (eczema). AND The patient has
a documented side effect, allergy, or treatment faideéined as daily
treatment for at least one monthith at least one moderate to high potency
topical orticosteroid within the last 6 months.

Note: Use in children less than 2 years of age is not indicated. Protopic oinm
0.1% is not indicated for use in children 2 to 15 years of age, onlyGB&0.
strength. Initial approval will be granted for 6 miasit For reapproval after 6
months, the prescriber must submit documentatiaslimtal improvement in
symptons. Renewals may be granted for up to 1 year.

Elidel, Protopic, Tacrolimus additional criteria: The quantity requested does
not exceed 30 gramdlfand 90 grams/6 months. AND If the request is for
generic tacrolimus ointment, the patient has a documented intolerance to
Protopic.

Eucrisa additional criteria: The patient has had a documented side effect,
allergy, or treatment failure (defideas daily treatment for at least one montt
with at least one preferred topical calcineurin inhibitor AND the quantity
requested does not exceed 60 grams/fill and 180 grams/ 6 months.

Dupixent:

1 The patieni s 18 @ears of age AND

1  The patient has a diagnosis of moderate to sever AND

1  The prescription is initiated in consultation with a dermatologist,
allergist, or immunologist AND

T At | east 10% of the bodyds sur

1 The patient has haddoaumented side effect, allergy, or treatment
failure (defined as daily treatment for at least one month) with at lea
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SCABICIDES AND PEDICULOCIDES
SCABICIDES

PERMETHRI NA 5

PEDICULICIDES (lice treatment)

PERMETHRI N8RLL %

Pl PERONYL BUTOXI| DE AND
S, Sh

NATROBA® (spinosad 0.9 ¥§$§
SKLICE® (Ilvermectin 0.5 %)

C=cream, CR=creme rinse, G=gel, L=lotion, S=solution,
Sh=shampoo, Sp=spray, Ss=suspension

Intranasal

Oral

DESMOPRESSINM

% ((%)@mpar

one moderate to high potency topical corticosteroid and one preferrt
topical calcineurin inhibitor within the last 6 months AND

1  The patent has had a documented side effect, allergy, or treatment
failure to at least one of the following systemic therapies: cyclosporil
azathioprine, methotrexate, mycophenolate, or tacrolimus

1 Initial approval will be granted for 3 months. Forapprovalafter 3
months, the prescriber must submit documentation of clinical
improvement in symptoms. Renewals may be granted for up to 1 ye

Elimite® (permethrin 5%) C

Eura® (crotamiton 10 %)C, L
LindaneA

Non-preferred Scabicides The patient has had a docented side effect or
allergy to permethrin cream or treatment failure with two treatments of
permethrin cream.

Non-Preferred Pediculicides: The patient has had a documented side effiect
allergy to OTC permethrin and piperonyl butoxide and pyrethrinoaad
treatment ofNatroba oiSklice ORtreatment failure with two treatments of
OTC permethrin and/or piperonyl butoxide and pyrethrins and one treatme
Natrobaor Sklice For approval of Ovide® Lotion, the patient must also ha
a documented intolenae to the generic equivalent product.

LindsmeA
Mal at Ih(éompare b Ovid®)

Ovide® (malathion)L

SpinosadA (cofpare to N

All other brand and generic Scabicides and
Pediculicides

DESMOPRESSIN: INTRANASAL/ORAL

DDAVP® (desmopressin) Nasal Solution or Spray  CRITERIA FOR APPROVAL: Intranasal: The diagnosis or indication for the

D eO'SO%:/‘(’) pressin requested medication is (1) Diabetes Insipidus, (2) hemophilia type(3) o
(compare to DDAV®) Von Willebrand disease AND If the request is for brand DDAVP, the patiel

Mi nirin An)NdsalSpray p0i%s s i has a documented intolerance to generic desmopressin spray or solution.

Stimat® (desmopressin) Nasal Solution 1.5 mg/m| CRITERIA FOR APPROVAL: non-preferred oral: The diagnosis or indicatior

for the requested medication (&) Diabetes Insipidus and/or (2) primary

nocturnal enuresis AND The patient has had a documented intolerance to
generic
desmopressin tablets

LIMITATIONS: Desmopressin intranasal formulations will not be approved f
the treatment of primary noctahenuresis (PNE) due to safety risks of
hyponatremia. Oral tablets may be prescribed for this indication.

A Nasal Sol

pDAVP®” (desmopressin) tablets
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DIABETIC TESTING SUPPLIES
MONITORS/METERS

Please refer to the DVHA website for covered CRITERIA FOR APPROVAL: Theprescriber demonstrates that the patient t

Diabetic testing supplies. a medical necessity for clinically significant features that are not available
any of the preferred meters/test strips.

LIMITATIONS: Talking monitors are not covered under the pharmacy benel

TEST STRIPS/LANCETS

DIABETIC TEST STRIPS CRITERIA FOR APPROVAL: The prescriber demonstrates that the patient |
a medical necessity for clinidglsignificant features that are not available or
Please refer to the DVHA website for covered Diabetic any of the preferred meters/test strips.

testing supplies. LIMITATIONS: Talking monitors are not covered under the pharmacy benef

LANCETS

All brands and store brands

EPINEPHRINE: AUTGANJECTOR

EPINEPHRINE INJ (compare to Epiper®) Adrenalick® 0.15MG (epinephrine 0.15mg/0.15ml

(authorized generidylan labeler code 49502 is (1:1000)) Epipen, Adrenaclick, non-authorized generics:The patient must have a
Adrenaclic® 0.3MG (epinephrine 0.3mg/0.31fi:1000)) documented intolerance to the authorizedegie epinephrine
Epinephrine Inj (compare to Adrenaclfykd.15mg

(epinephrine 0.15mg/0.15ml (1:1000))
Epinephrine Inj (compare to Adrenaclfjkd.3mg

the only preferred form) 0.15mg (epinephrine
0.15mg/0.15ml (1:000))
EPINEPHRINE INJ (compare to Epig8r(authorized

generic, Mylan labeler code 49502 is the only (epinephrine 0.3g70.3ml (1:1000))
preferred form) 0.3mg (epinephrine 0.3mg/0.3ml  Epiperf 2-PAK inj 0.3mg (epinephrine 0.3mg/0.3ml
(1:000)) (1:1000))

EpipenJr® 2-PAK inj 0.15mg (epinephrine
0.15mg/0.3ml (1:1000))

ESTROGENS: VAGINAL

Estradiol
ESTRACE VAGINAL® Cream

ESTRING® Vaginal Ring
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VAGIFEM™ Vaginal Tablets

Conjugated Estrogens ®
PREMARIN VAGINAL™ Cream

Estradiol %getate
FEMRING™ Vaginal Ring

FIBROMYALGIA AGENTS

Dul o x ecomparetd CyMmbalta®) Savella® (milnacipran) tablet, titration pack Savella: The diagnosis or indication is treatment of fibromyalgia AND patent
Quantity limit = 2 capsules/day Quantity Limit = 2 tablets/day has had a documented side effect, allergy, or treatment failure to TWO drt
Cymbalta® (duloxetine) from the following: gabapentin, tricyclic antidepressant, SSRI antidepress:
Lyrica® (pregabalin) SNRI antidepressant, miscellaneous antidepressant, cyclobenzaprine or L

Cymbalta: thepatient has had a documented intolerance gétieric duloxetine.

Lyrica: The patient has had a documented side effect, allergy, or treatment f
to TWO drugs from the following: gabapentin, tricyclic antidepressant, SSI
antidepressant, SNRI antidepsant, miscellaneous antidepressant,
cyclobenzaprine or Savella®, if medication is being used for fibromyalgia
indication not processed via automated step therad{) If the request is for
the oral solution, the patient is unable to use Lyrica dapgag. swallowing
disorder).

GASTROINTESTINAL
INFLAMMATORY BOWEL DISEASE INJECTABLES ( Initial approval is 3nonths;renewals are 1 year)

Preferred®After Clinical Criteria Are Met Cimzia® (certolizumab pegol) Clinical Criteria (Cr ohnos Di sease)
HUMIRA™ (adalimumab) Quantity limit = 1 kit/28 days Humira, Remicade, Cimzia, Tysabri, Entyviq Inflectra, Renflexis, Stelara:
Quantity limit = 6 syringes/28 days for the firsbnth  Inflectréf® (inflixi mabdyyb) biosimilar to Remica? f Patient has a diagnosis of Cro
( Cr o h n Okit);2 sytinges/28a&lays Entyvid® (vedolizumab) stabilized on the medication. OR
subsequently Quantity limit = 300mgX 3/4days, 300mg X 1 every 5¢ 1 Diagnosis is moderate to secheer
REMICADE® (infliximab) Regﬁg;éhg:ﬁl?iiﬁab-abda) T following drug classes resulted in an adverse effect, allergic reactior

inadequate response, or treatment failure (i.e. resistant or intolerant
steroids or immunosuppressants): aminosalicylates, antibiotics,
corticosteroids, and immunomodulatorstsas azathioprine -6

Simponf (golimumab) SC
3 of 100mg prefilled syringe or autoinjector X 1, then

100mg/28days mercaptopurine, or methotrexate. Note: Humira and Cimzia have b
Stelar& (ustekinumab) shown to be effective in patients who have been treated with inflixirr
Tysabr@ (natalizumab) but have lost response to therapy.

Cimzia additional criteria:
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1 Patient age > 18 years AND
1 The gescriber must provide a clinically valid reason why Humira car
be used.
Inflectra/Renflexisadditional criteria:
1 The prescriber must provide a clinically valid reason Wiynira and
Remicade cannot be used.
Tysabri additional criteria:
1 The patient haa documented side effect, allergy, treatment failure, o
contraindication to BOTH, Remicade and Humira.
Entyvio, Stelaraadditional criteria:
1 Patient age > 18 years AND
1  The patient has a documented side effect, allergy, treatment failure
(including corticateroid dependence despite therapy), or
contraindication to BOTH Remicade and Humira
1 Note: Initial IV dose for Stelara will be approved through the medica
benefit. All subsequent subcutaneous doses may be approved throu
the pharmacy benefit with quantiimit of 90mg every 8 weeks
Clinical Criteria (Ulcerative Colitis)
Humira, Remicade:
1 Patient has a diagnosis of Ulcerative Colitis and has already been
stabilized on the medication. OR
1  The patient has a diagnosis of Ulcerative Colitis and has had a
documented side effect, allergy or treatment failure with at least 2 of
following 3 agents: aminosalicylates (e.g. sulfasalazine, mesalamine
etc), corticosteroids, or immunomodulators (e.g. azathioprine, 6
mercaptopurine, cyclosporine, etc.).
Entyvio, Simponi:
1 Patient has a diagnosis of ulcerative colitis and has already been
stabilized on the drug OR
1 Age > 18 years AND a diagnosis of ulcerative colitis AND
1 has demonstrated corticosteroid dependence or has had an inadeqt
response to or failed to toléeaoral aminosalicylates, oral
corticosteroids, azathioprine, omn@ercaptopurine AND the prescriber
must provide a clinically valid reason why Humira and Remicade ca
be used.
Inflectra/Renflexis
1  The patient has a diagnosis of Ulcerative Colitis aexltiad a
documented side effect, allergy or treatment failure with at least 2 of
following 3 agents: aminosalicylates (e.g. sulfasalazine, mesalamine
etc), corticosteroids, or immunomodulators (e.g. azathioprine, 6
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H.PYLORI COMBINATION THERAPY

H-2 BLOCKERS

FAMOTI DI NEA ( ¢ o%phet e
RANI TI DI NEA ( ¢ Snpbier e

SYRUPS AND SPECIAL DOSAGE FORMS

t
t

6]
o]

Lansoprazole, amoxicillin, clarithromycin (compare 1
Prevpac®)
(Quantity limit = 112 caps & tabs/14 days)

OmeclamoxP&® (omeprazole, clarithromycin,
amoxicillin)
(Quantity limit = 80 caps & tabs/10 days)

Prevpac® (lansoprazole, amoxicillin, clarithromycin)

(Quantity limit = 112 caps & tabs/14 days)

Pylera® (bismuth subcitrate, metronidazole,
tetracycline) capsules

(Quantity limit=120 capsules/10 days)

CimetidineA (compare to

Pepcid® (famotidine) tablet § )
ranitidineA capsule A

Tagame@* (cimetidine) tablet §
Zanta®+ (ranitidine) tablet §
famotidineA (% oahsuspensiong o

CIMETI DI NE A ORAL SOLUTNizatidine Aoral $dlutic
RANI TI DNEA syrup ®X compa Pepcit@(famotidine) Oral Suspension §

INFLAMMATORY BOWEL AGENTS (ORAL & RECTAL PRODUCTS)

MESALAMINE PRODUCTS
Oral

LIALDA ® (mesalamine tablet extendeglease)
PENTASA ER ® 250mg (mesalamine cap CR)

Apriso® (r%esalamine capsule extended release)
Asaml HD™ (mesalamine tablet delayed release)

Delzicof® (mesalamine capsule delayezease)
(QL = 6 capsules/day)

Pentasa EP (mesalamine cap CBPOmMg

mercaptopurine, cyclosporine, ete)D the prescribemust provide a
clinically valid reason why Humira and Remicade cannot be used.

CRITERIA FOR APPROVAL: The patient has a documented treatment failu
with combinations of individual proton pump inhibitors or H2 antagonists
given together with two appropriate antibiotics OR The patient hers lrgable
to be compliant with individual agents prescribed separately. AND For
approval of brand Prevpac®, the patient has a documented intolerance to
generic equivalent combination product.

Nizatidine capsule, Pepcid tablet, ranitidine capsule, Tagarh¢éablet, Zantac
tablets: The patient has had a documented side effect, allergy, or treatmer
failure to at least one preferred medication. If a medication has an AB rate
generic, the trial must be the generic formulation. For approval of ranitidir
capslles, the patient must have had a trial of ranitidine tablets.

Famotidine Oral Suspension, Nizatidine Oral Solution, Pepcid Oral
Suspension: The patient has had a documented side effect, allergy, or
treatment failure to ranitidine syrup or cimetidinel@@ution. If a medication
has an AB rated generic, there must have been a trial of the generic
formulation.

Cimetidine tablet current users as of 05/29/2015 would be grandfathered

Azulfidine, Colazal: patient has had a documented intolerance to the generic
equivdent of the requested medication.

Asacol HD, Delzicol,Apriso: The patient has had a documented side effect,
allergy, or treatment failur® a preferred oral mesalamine product.

Entocort EC/Uceris ER tab: The patient had a documented intolerance to the
generic budesonide 24 hr capsules.

Giazo: The diagnosis is ulcerative colitis AND The patient is male and > 18 y«
old. AND The patient has a documented intolerance to generic balsalazic
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Rectal
CANASA® (mesalamine suppository)
MESALAMI NE ENEMAA ( & mp

CORTICOSTEROIDS
ORAL

BUDESONIDE 24HR (compare to Entocort @I:

QL = 3 capsules/day

RECTAL

UCERIS RECTAL FOAM (budesonide)

OTHER

BALSALAZI DEA (compare t
DIPENTU (olsalazine)

SULFAZINE

SULFAZINE EC

SULFASALAZI NEA (co®pare
SULFASALAZINE DR

PROKINETIC AGENTS

Tablets
METOCLOPRAMI DEA t abs® (¢

Oral Solution
METOCLOPRAMI DEA ( ?) oral sok r

Orally Disintegrating Tablets

PROTON PUMP INHIBITORS

ORAL CAPULES/TABLETS
OMEPRAZOLEA RX capsul es

Prilose® )
(Quantity limit = 1 capsule/day)

PANTOPRAZOLEA tabl et® ¢
(Quantity limit=1 tab/day)

Sfrowasa’ (mesalamine enema sulfite free) Pentasa 500mg The patient must be unable to adhere to andosigimen
comprised of Pentasa 250mg capsules resulting in significant clinical impe
Sfrowasa: The patient has had a documented intolerance to mesalamine ene

LIMITATIONS: Kits with nondrug products are not covered.
Entocort E®* (budesonide 24 hr cap)
QL = 3 capsulelslay

Uceris™ (budesonide ) ER Tablet

QL =1 tablet/day

Azulfidine®* (sulfasalazine)
ColazaP* (balsalazide)

Giazs® (balsalazide disodium) tablet
QL = 6 tablets/day

Reglar@* (metoclopramide) Reglan: The patient has had adonented intolerance to generic metoclopram
tablets.

Metozolv ODT® (metoclopramideQL= 4 tabs/day) Metozolv ODT: The patient has a medical necessity for a disintegrating table
formulation (i.e. swallowing disorder, inability to take oral medications) AR
Generic metoclopramide oral solutioannot be used

Aciphex? (rabeprazole) tablefQuantity limit=1 tab/day) Nexium powder for suspension, Prevacid Solutabs (for patients 12 years

Dexilanf® (dexlansoprazole) capsul@uantity limit=1 old), Prilosec packet, and Protonix packetThe patient has a requirement fc
cap/day) a nonsolid oral dosage form (e.g. an oral liquid, dissolving tablet or sprinkl

Esome/%raz)o@ Strontium capsuleQuantity limit = 1 Aciphex Sprinkle: The patient has a requirement for a +safid oral dosage form
cap/day

AND The member has had a documented side effect, allergy, or treatmen
@ e failure to omeprazole capsule opened and sprinkled omeprazole or lansof
Ne)é';p y da(;someprazole) capsulgeQuantity limit=1 suspension or Prevacid solutab.

omeprazolé‘generic OTC tablet@Quantity limit=1 Other non-preferred medications: The member has had a documented side

tab/day) effect, allergy, or treatment failure to Omeprazole RX generic capsules,
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L ANSOP@AZ OL EA g elese(conpare F
to Prevacid’) § (Quantity limit = 1 cap/day)

SUSPENSION & SPECIAL DOSAGE FORMS

omeprazol e
(Quantity limit=1cap/day)

omeprazole/sodium bicarb capsules RX (compare to

Zegerio®) 8§ (Quantitylimit=1 cap/day)

Prevaci® RX (lansoprazole) capsuléQuantity limit=1
cap/day)

Prevaci(@ 24 hr OTC (lansoprazole) capsu{€iantity
limit=1 cap/day)

Prilosec OTC” 20mg (omeprazole agnesium) tablets
(Quantity limit = 1tablet/day)

Prilosec™ RX (brand) (omeprazole) capsul@uantity
limit=1 cap/day)

Protonix®+ (pantoprazole) tablef®Quantity limit=1
tab/day)

rabeprazole (compare to Acipﬁ%)(tablets (Quantity
limit = 1 tab/day

Zegerid RX® (omeprazole/sodium bicarb) caps, oral,
suspensiofQuantity limit=1 cap/day)e@ Sprinkle
(rabeprazole) DR Capsule
(Quantity limit=1 cap/day)

Nexium® (esomeprazole) powder for suspension §
(Quantity limit=1 packet/day)

Prevaid Solutab® (lansoprazolejQuantity limit=1
tab/day)

Prilose® (omeprazole magnesium) pack®uantity
limit=2 packets/day)

Protonix® (pantoprazole) packéQuantity limit=1
packet/day)

"1 5#( %283

Cerdelga (Quantity limit=2 caps/day)
Cerezyme® (imiglucerase for injection)

Elelyso® (taliglucerase alfa for injection)
Vpriv® (velaglucerase alfa for injection)
Zavesc® (miglustat) QL = max 3 caps/daily)

*Maximum days supply per fill for all drugs is 14

magnesi umA §e

$) 3%! 3%

Lansoprazole RX generic capsules, and Pantoprazole generic tablets. If t
request is for Prevacid 24 hr OTC or Prevacid RX, the patient must also h
documented intolerance to lansapole generic RX capsules. If the request i
for brand Zegerid RX capsules, the patient must also have a documented
intolerance to the generic equivalent.

CRITERIA FOR APPROVAL (twice daily dosing):

Gastroesophageal Reflux Disease (GERD)If member hasiad an adequate trie
(e.g. 8 weeks) of standard once daily dosing for GERD, twice daily dosing
be approved.

Zollinger-Ellison (ZE) syndrome’i Up to triple dose PPl may be approved.

Hypersecretory conditions (endocrine adenomas or systemic masjoasis) i
Double dose PPI may be approved.

Erosive Esophagitis, Esophageal
GERD) i Double dose PPl may be approved.

Treatment of ulcers caused by H. Pylori Double dose PPl may be approved
up to 2 week.

Laryngopharyngeal reflux i Double dose PPI may be approved.
LIMITATIONS: FirstLansoprazole® and Fir€Pmeprazole Suspension Kits
are not coved as Federal Rebadteno longer offered. Nexium 24HR OTC

(esomeprazole) capsules OTC Plan Exclusithrese products are not coverel

st

- %$) #! 4)/ .3

CRITERIA FOR APPROVAL: The diagnosis or indication is Gaucher dise¢
(GD) type I. AND The diagnosis has been confirmed by molecular or
enzymatic testig.

Age Limits

Elelyso, Vpriv: f or p a4 yeasold s o]

Cerezyme:f or patients O 2

Cerdelga, Zavescaf or pati ent s

years ol d

O 18 years ol
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COLCHICINE CAPSULES

PROBENECI DA
ALLOPURINOLA (compare to Zylopril@) R
COLCHI Cl NE/ PROBENECI DA

days**
CerezyméVpriv additional criteria: Failure, intolerance or other
contraindication to enzyme replacement therapy with Elelyso

Cerdelga additional criteria:
1  For whom enzyme replacement therapy is not a therapeutic option (
due to allergy, hypersensitivity, or poor venous access)
9  Testing to verify if CYP2D6 extensive metabolizer (EM), intermediat
metabolizer (IM), poor metabolizer (PM)tra-rapid metabolizer
(URM), or if CYP2D6 genotype cannot be determined
o Dose max: 84mg twice/day if EM or IM
o Dose max: 84mg/day if PM
0 Notindicated or URM
0 Case by case determination if CYP2D6 cannot be determir

Zavesca additional criteria:
1  For whom engme replacement therapy is not a therapeutic option (e
due to allergy, hypersensitivity, or poor venous access)

GOUT AGENTS

Colcrys, colchicine tablets:

Diagnosis or indication is Familial Mediterranean Fever (FMF) or Diagnd3iR
Diagnosis orindication is acute treatment of gout flareShe patient has had a
documented side effect treatment failure with at least one drugrfréhe
NSAID class OR the patient it a candidate for therapy with at least one

drug form the NSAID class due to one of the following:
1  The patient is 60 years of ager or older

Colcrys® (colchicine) table
QL = 3 tablets/day (gout) or 4 tablets/day (FMF)

Colchicine tablet¢compare to Colcr)@)

Mitigare® (colchicine) capsule QL= 2 capsule/day 1 The patient has a history of Gl bleed

Zyloprim™* (allopurinol) 1 The patient is currently taking an amtigulant (warfarin oheparin), an
ZU@"@)'@ (lesinural) oral corticosteroid, or methotrexate. OR

Uloric™ (febuxostatiQL (40 mg tablets) = 1 tablet/day Diagnosis or indication is prophylaxis of gout flares in adultise patient must

have a documented intolerancectiichicineeapsules.

Mitigare capsules:the diagnosis or indicath is prophylaxis of gout flares in
adults AND the patiennust have a documented intolerancedtehicine
capsuls.

Uloric: The diagnosis or indication is treatment of gout AND The patient has
a documented side effect, allergy, treatment failur@ @ntraindication to
allopurinol. NOTE: Treatment failure is defined as inability to reduce serul
uric acid levels to < 6 mg/dl with allopurinol doses of 600 mg/day taken
consistently. Additionally, renal impairment is not considered a
contraindicatiorto allopurinol use.
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GENOTROPIN
NORDITROPIN®

Zurampic: The diagnosis or indication is treatment of symptomatic hyperuricemi

associated with gout AND the patient has not achievget serum uric acid
levels (< 6 mg/dl) with an allopurinol dose of at least 300mg or febuxostef 80
AND the medication is being used in combination with a xanthine oxidase
inhibitor (Zurampic is not recommended for use as monotherapy).

Zyloprim: The patient has had a documented intolerance to generic allopurit

GROWTH STIMULATING AGENTS

Humatrop®

Nutropirf® AQ

Omnitropé&

Saizef?

Zomactof?

Specialized Indicationsi_See Specific Criteria
Increlex® (mecasermin)

Serostim®

Zorbtive®

Criteria for Approval Pediatric: 1) The patient must have one of the followin¢

indications for growth hormone: Turner syndrome confirmed by genetic
testing. [1 PradefWilli Syndrome confirmed by genetic testing.Growth
deficiency due to chronic renal failure.Patient who is Small for Gestational
Age (SGA) due to Intrauterine GrowRetardation (IUGR)and catch up grow
not achieved by age 2 (Birth weight less than 25009 at gestational age of
weeks or a birth weight or length below the 3rd percentile for gestational &
OR [ Pediatric Growth Hormone Deficiency confirmedregults of two
provocative growth hormone stimulation tests (insulin, arginine, levodopa,
propranolol, clonidine, or glucagon) showing results (peak level) <10ng/ml
The requested medication must be prescribed by a pediatric endocrinolog
pediatic nephrologist if prescribed for growth deficiency due to chronic rer
failure). 3) Confirmation of noulosure of epiphyseal platesay
determining bone age) must be provided for females > age 12 and males
14. 4) Initial requests can bempved for 6 months. Subsequent requests
be approved for up to 1 year with documentation of positive response to
treatment with growth hormone.

Criteria for Approval Adult: The patient must have one of the following

indications for growth hormon@&anhypopituitarism due to surgical or
radiological eradication of the pituitary. OR Adult Growth Hormone
Deficiency confirmed by one growth hormone stimulation test (insulin,
arginine, levodopa, propranolol, clonidine, or glucagon) showing results (g
level) <5ng/ml. Growth hormone deficient children must be retested after
completion of growth.

LIMITATIONS: Coverage of Growth Hormone products will not be approvec

for patients who have Idiopathic Short Stature.

HUMATROPE, NUTROPIN AQ, OMNITROPE, SAIZ EN, ZOMACTON:

The patient has a documented side effect, allergy, or treatment faikothto
preferred agents.

Increlex: Member has growth hormone gene deletion AND neutralizing

antibodies
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AHF-Factor VII
NOVOSEVEN® RT

AHF -Factor VIII
ADVATE®
HELIXATE FS®
HEMOFIL® M
KOATE®-DVI
KOGENATE F®
MONOCLATE-P®
NOVOEIGHT®
OBIZUR®

AHF-Factor I1X
ALPHANINE® SD
BEBULIN®
BENEFIX®
MONONINE®

AHF-Von Willebrand Factor
ALPHANATE®
HUMATE-P®

WILATE®

Adynovaté
Afstyla®

Eloctat®

Nuwig®

Kovaltry®
RECOMBINATE®
XYNTHA®

Alprolix®
Idelvior®
Ixinity ®
Kcentr
Profilnine®
Rixubis®

Vonvend?

to growth hormone, OR primary insuliike growth factor(IGF-1) deficiency
(IGFD), defined by the following: o Height standard deviation sco® AND
Basal IGF1 standard deviation score3 AND Normal or elevated growth
hor mone | evel Member is O 2 years
established ipatients younger than 2), AND Member has open epiphysis,
AND Member is under the care of an endocrinologist or other specialist trz
to diagnose and treat growth disorders.

Serostim: A diagnosis of AIDS associated wasting/anorexia

Zorbtive: A diagnasis of short bowel syndrome. Concomitant use of speciali:
nutritional support (specialty TPN) Prescription must be issued by
gastroenterologist (specialist)

HEMOPHILIA FACTORS

All Non-Preferred Products: The prescriber must provide a clinically compellin
reason for the use of thequested medication including reasons why any of t
preferred products would not be suitable alternatives.

All Non-Preferred Products: The prescriber must provide a clinically compelline
reason for the use of the requested medication including reasons why any
preferred products would not be suitable alternative

All Non-Preferred Products: The prescriber must provide a clinically compellin
reason for the use of the requested medication including reasons why any
preferred products would not be suitable alternatives.
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HEPATITIS B AGENTS

ENTECAVIR (compare to Baracluf Adefovir (compare to Hepséth Adefovir, Hepsera, Lamivudine HBV, Epivir-HBV: The prescriber must provide :

VIREAD® (tenofovir disoproxil fumarate) Baraclud® (entecavir) clinically compelling reason for the use of the requested medication including
Epivir-HBV® (lamivudine) reasons why any of the preferred products would not be suitable alternatives
Hepser& (adefovir dipivoxil) for gpproval of brad Hepsera or Epir-HBV, the patient has a documented
Lamivudine HBV (compare to EpiviiBV®) intolerance to the generidote: AASLD and WHO guidelinerecommend these
Vemlidy® (tenofovir alafenamide fumarate) not be utilized first line due to potential for the development of resistance.

Baraclude tabs: the patient has a documentetbliarance to generic entecavir

Baraclude suspensionthe patient has a medical necessity for aswalid oral dosage
form.

Vemlidy: the patient must hawaediagnosis of osteoporosienal insufficiency (CrClI

< 60ml/min), or other contraindication to Vadsuch as chronic steroid use

HEPATITIS C AGENTS

Initial PA: 3 months; subsequent maximum 3 months

RI BASPHEREA 200 mg t ab ¢ Non-Preferred After Clinical Critera Are Met Direct Acting Agents: Daklinza, Epclusa, Harvoni,Mavyret, Olysio, Sovaldi,
RI BAVI RI NnA 200 mg tabl Technivie and Viekira pak, Viekira XR, Vosevi,Zepatier:
PEGINTRON/PEGINTRON REDIPEN Copegus® (ribavirin 200 mg tabs) 1 Hep C PA form must be completed and clinical documentation supplied.
(peginterferon alfe2b) (QL= I kit (4 pens per) 28 Daklinza® (daclatasvir) Combination therapy will be either approved or denied in its entirety.
days) Harvoni® (ledipasvir/sofosbuvir) 9 Prescribeis, or has consulted witl, hepatologist, gastroenterologist or

infectious disease specialistr other hepatitis specialistonsult must be

D o g P beginterieron afa Moderiba® tablets,Dose Pak (ribavirin) within the past year with doowentation of recommended regimen

2b) (QL= I kit (4 pens per) 28 days) Olysio® (simeprevir) 150 mg Capsules

(QL = 1capsule/day)(Maximum 12 weeks/lifetime) 1 See PA form for detailed requirements and for documentation required
Preferred After Clinical Criteria Are Met P — ~capsule” yf APRYOL=4 vials/28 d 1 For approval of a nopreferred agent, the provider must submit clinical
Pegasys(ri(pegln.ter eroF?AK®(X('ig_f vials |f8 ays) documentation detailing why thpatient is not a candite for a preferred
egasys Convenience erferon alfa i i i
EPCLUSA? (sofosbuvir/velpatasvir) %aXB(IQLzl kit/28 days) P direct acting agent regimen.
E ir/oi i . .
MAVYRET = (glecaprevir/pibrentasvir) Pegasys Proclick (peginterferon affa) PegasysDiagnosis is hepatitis C AND the patient has a documented side effe
ZEPATIER® (elbasvir/grazoprevir) allergy or treatment failure to Pegtron
Rebetol Oral Solution® (ribavirin 40 mg/ml) Non-preferred Ribavirin Brands/strengths:_The patient is unable to use gener
Ribapak Dose Pack® (ribavirin) ribavirin 200 mg tablets

ribavirin A 200 mg caps

Ri baspher e Ang4abBsQibagirmd 6 00

SOVALDI® (sofosbuvir)

Technivie® (ombitasvir, paritaprevir, ritonavir)

Viekira PAK® (ombitasvir, paritaprevir, ritonavir table
with dasabuvir tablet)

Viekira® XR (dasabuvir, ombitasvir, paritegvir, and
ritonavir) extendeereleasdablets

Vosevi® (sofosbuvir/velpatasvir/voxilaprevir)
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(Initial 3 months, Renewal 1 year)

HEREDITARY ANGIOEDEMA MEDICATIONS

Beriner® (human C1 inhibitor) Berinert, Firazyr, Kalbitor : The diagnosis or indication is treatment of an acu
Cinryz€® (human C1 inhibitor) Hereditary Angioedema (HAE) attack. (Approval may be granted so that 2
(QL =20 vials/30days doses may be kept on hafwd Berinert or Kalbior and 3 doses for Fizyr).
Firazy® (icatibant) Cinryze: The diagnosis or indication is prophylaxis of Hereditary Angioedeme
(QL = 3 syringes (9 ml)/fill) (HAE) attacks.

Kalbitor® (escallantide) Ruconest:The diagnosis or indication is treatment of an acute Hereditary
(QL = 6 vials (2 packs) per fill) Angioedema (HAE) attack AND the patient has had a documiande effect,
Ruconest (recombinant C1 esterase inhibitor) allergy, treatment failure or a contraindication to Berihédpproval may be

(QL = 4 vials/fill) granted so that 2 doses may be kept on hand)

EXONDODIOPATHIC PULMONARY FIBROSIS (IPF)

Esbrief (pirfenidone) QL = 270 tabs/month) Clinical Criteria: Esbriet, Ofev
OfeV® (nintedanib) QL = 60tabs/month) o Age O 18
o Diagnosis of idiopathic pulmonary fibrosis (IR€ED-9 Code 516.31 or
ICD-10 code J84.112) as well as exclusion of other known causes ¢
Interstitial Lung Disease.
0 May not be used in combination with Ofesr Esbriet respectively.
0 The prescribersia pulmonologist.
o Clinical documentation that the member is a-samker or has not
smoked in 6 weeks.
o FVCO 50% of predicted
0 AND one of the following
o0 High-resolution computed tomography (HRCT) revealing IF
or probable IPF.
0 Surgical lung biopsy consistewtth IPF or probable IPF.
Reauthorization Criteria:
o Documentation the patient is receiving clinical benefit to E%lorit
OfeW?® therapy as evidenced by < 10% decline in percent predicted F
of < 200mL decrease in FVC AND
0 There is clinical documentatidhat the member has remained tobacct
free.

IMMUNOLOGIC THERAPIES FOR ASTHMA
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Xolair® (omalizumab) subcutaneous injection vial

Quantity limit = 6 vials every 28 days
Nucal® (mepolizumab) subcutaneous injection

Quantity limit = 1 vial every 28 days
Cingaif® (reslizumab) Intravenous injection

Xolair®:

Diagnosis of moderate to severe persiststhma:

1
1

The patient must be 6 years of age or older AND

The patient has had a therapeutic failure or contraindicationitthaled
corticosteroid (with or without chronic oral corticosteroid therapy), a
leukotriene receptor antagonist, and a laeting betaagonist AND

The prescriber is a pulmonologist, allergist, or immunologist AND
Patient has tested positive to at least perennial aerollergen by skin «
blood test (i.e.: RAST, CAP, intracutaneous test) AND
Patient has a |gE level O )®RIgR
l evel O 3 0J/mha(agds 611) pliBto lEginning therapy with
Xolair.

Diagnosis of hronic idiopathic urticaria:

1
1

1

The patient must be 12 years of age or older AND

The patient has a therapeutic failure or contraindicatiam H1
antihistamine (e.g. teizine, fexofenadine) at double the daily dose
AND

The patient has therapeutic failumecontraindication to a leukotriene
receptor antagonist.

Limitations: Xolair use will not be approved if requested for prevention of pee
related allergic reactioor in patients with a diagnosis of moderate to severe
persistent asthma who are currersttyoking.

Nucala, Cingair:

1

1
1

The patient must be 12 years of age or ofldeNucala or 18 years of
ageor olderfor CingairAND

The patient must have a diagnosis of severe persistent asthma with
eosinophilic phenotype as defined by-fneatment blood esinophil
count of O 150 cells per mclL w
per mcL within 12 months prior to initiation of therapy AND

The patient has a history of 2 or more exacerbations in the previous
despite regular use of high dose inhatedicosteroids (ICS) AND
inadequate symptom control when given in combination with anothe
controller medication (lon@cting beta agonist {LABA} or leukotriene
receptor antagonist {LTRA}) for a minimum of 3 consecutive months
with or without oral cortiosteroids. Pharmacy claims will be evaluate
to assess compliance with therapy. AND

The patient has a pteesatment FEY < 80% predicted AND

The prescriber is an allergist, immunologist, or pulmonologist. AND

For continuation of therapy after the initt&aimonth authorization, the patien
must continue to receive therapy with both an ICS and a controller
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AZATHIOPRINE tablet

CYCLOSPORINE capsule

CYCLOSPORINE MODIFIED

MYCOPHENOLATE MOFETIL tablet, capsule,
suspension

MYCOPHENOLIC ACID delayed release tablet

SIROLIMUS tablet

TACROLIMUS capsule

ZORTRESS (everolimus) tablet

Preferred After Clinical Criteria Are Met
ILARIS® (canakinumab)

medication (LABA or LTRA) AND have either a decreased frequency of
exacerbations OR decreased use of maintenance oral corticosteroids Ol
reduction in thesigns and symptoms of asthma OR an increase in predict
FEV1 from baseline.
Limitations: Nucal&® and Cingaif will not be considered in patients who are
currently smoking, in combination with omalizumab, OR for treatment of o
eosinophilic conditions.

IMMUNOSUPPRESANTS, ORAL

Astagraf XL (tacrolimus) capsule

Azasai? (azathioprine) tablet

Cellcep® (mycophenolate mofetil) tablet, capsule,
suspension

Envarsu8 XR (tacrolimus) tablet

Gengraf (cyclosporine modified) capsule, solution

Imurar® (azathioprine) tablet

Myfortic® (mycophewlic acid) delayed release tablet

Neoraf (cyclosporine modified) capsule, solution

Prograf (tacrolimus) capsule

Rapamun@ (sirolimug tablet solution

Sandimmune® (cyclosporine) capsule, solution

Criteria: The patient has been started and stabilizethe requested product Ok
the patient has a documented side effect, allergy, or treatment failure to a
preferred agent (if a product has and AB rated generic, there must be a tri
the generic formulation).

INTERLEUKIN (IL)-1 RECEPTOR BLOCKERS

llaris: The diagnosis is CryopyriAssociated Periodic Syndrome (CAPS) OR T
diagnosis is Familial Cold Autoinflamatory Syndrome (FCAS Familial
Mediterranean Fever (FMP)YlyperIgD periodic fever syndrome (HIDS),
Muckle-Wells Syndrome (MWS)or Tumor Necrosis Factor Receptor
Associated Periodicy@drome (TRAPS)AND The patient is > 4 years old
OR The diagnosiis systemic juvenile idiopathic arthritis (SJIA) with active
systemic features and varying degrees of synovitis with continued disease
activity after initial therapy (Initial therapy defined as 1 month of anakinra
(Kineret), 2 weeks of glucocorticoid motierapy (oral or IV) or one month o
NSAIDs). AND patient is > 2 years of age.

Arcalyst: The diagnosis is CryopyriAssociated Periodic Syndrome (CAPS) O
The diagnosis is Familial Cold Autoinflammatory Syndrome (FCAS) OR T!
diagnosis is MucklaVells Syndrome (MWS) AND The patient is > 12 years
old AND The patient must have a documented side effect, allergy, treatm
failure or a contraindication to llaris (canakinumab)

Arcalysf@ (rilonacept)(QL = 2 vials for loading dose,
then 1 vial per week)
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EXJADE®(deferasirox)
FERRIPROY® (deferiprone)

BILE ACID SEQUESTRANTS

CHOLESTYRAMINEApowder (compare to
Questraﬁ@)

CHOLESTYRAMINE LIGHTApowder (compare to

Questran ‘Ligi@)
PREVALITEApowder(cholestyramine light)

COLESTIPOIlAtablets, granulegompare to

Colestio®)
WELCHOL® (colegvelam)tablets, powder packets
FIBRIC ACID DERIVATIVES

GEMFI BROZI LA ( c®600mg e t
FENOFIBRATE NANOCRYSTALIZEDA

to Tri00|®) 48 mg, 145 mgablets
Quantity Limit =1 tabletday

(com

Note: Medical Records to support the above diagnosis must accompany the |
Authorization request. Authorization for continued use shall be reviewed a
least every 12 months to confirm patient has experienced disease stability
improvement while on therapy.

IRON CHELATING AGENTS

Jadem@(deferasirox)

LIPOTROPICS

Questra@* powder (cholestyramine)
Questran Ligr@* powder (cholestyramine light)

Colesti®* tablets, granules (colestipol)

Antard® (fenofibrate micronized) 43 mg, 3fig, 90
mg, 130 mg

fenofibrate tabI®ablets§5sng

160 mg

fenofibrate
150 mg

fenofi brate microni ze@ (
capsules) 67 mg, 13#%g, 200 mg

fenofi br at(eompaietoriutaid) §48 g
130 mg

fenofibric acid (compare to Trilipix) 45mg, 135mg
delayed release capsule

fenofibric acid § 35 mg, 105 mg

Quantity Limit = 1 capsule/day

caps u8)8smgco

Jandenu®: patient has had a documented side effect allergy or treatment failt
Exjade®; Jaden@will not be approved without compelling clinical reason w
Exjade® cannot be used as they are different forms of the same medicatio

Questran, Questran Light, Colestid The patient has had a documented
intolerance tdhepreferred generic formulation.

Lopid: The patient has had a documented intolerance to generic gemfibrozil

Antara, fenofibrate, fenofibrate micronized, fenofibric acid (all strengths),
Fenoglide,Fibricor, Lipofen, Lofibra, Tricor, Triglide, and Trilipix : The
patient is taking a statin concurrently and has had a documented side effe
allergy, or treatment failure withreferred fenofibrate nanocrystallizegf a
product ha an AB rated generic, there must have been a trial with the gen
formulation.) OR The patient has had a documented side effect, allergy, o
treatment failure to gemfibrozil amqeferred fenofibrate nanocrystalliz€tf.a
product has an AB rated geigeithere must have been a trial with the generi
formulation.)
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Fenoglidé@ (fenofibrate MeltDose) 40 mg, 120 mg

Fibricor® (fenofibric acig § 35 mg, 105 mg
Lipofen® (fenofibrate) 50 mg, 150 mg

Lofibra® (fenofibrate micronized) Capsules 67mg, 13.
mg, 200 mg

Lofibra® (fenofibrate) Tablets 54 mg, 160 mg
Lopid®* (gemfibrozil) 600 mg
Tricor® (fenofibrate nanocrystallized) § 48 mg, 145 mg

Triglide® (fenofibrate ) 50 mg, 16Mg
Trilipix (fenofibric acid) 845 mg, 135 mg delayed
release capsule

HOMOZYGOUS FAMILIAL HYPERCHOLESTEROLEMA (HoFH) AGENTS

All products require a PA

NICOTINIC ACID DERIVATIVES
NI ACI NA

NIACORPA (ni aci n)

NIASPAN® (niacin extaded release)
STATINS

ATORVASTATIN (compare to Lipitd?)
CRESTOR (rosuvastin)
LOVASTATIN (compare to Mevac®)
PRAVASTAIN (compare to Pravach®)
ROSUVASTATIN (compare to Crest8)
SIMVASTATIN (compare to Zocdt)

Juxtapio® (lomitapide) Capsule

QL =5 and 10 mg caps (1 per day), 20 mg cap (3 per
day)

Kynamro® (mipomesen) Syringe for Subcutaneous
Injection

QL = 4 syringes(4 ml)/28 days

Maxi mum days6 supply per

Niacin extended rel®¢aseﬁ

AltopreV® (lovastatin SR)

Fluvastatin

Fluvastatin ER (compare to Les&0KL)
LescoP XL (fl uvastatinER)

Lipitor® (atorvastatin)

Livalo® (pitavastatin)

Mevacof (lovastatin)

Pravachd? (pravastatin)

CRITERIA FOR APPROVAL: Patient has a diagnosis of homozygous fami
hypercholesterolemia (HoFH) AND Medication will be dses adjunct to a
low-fat diet and other lipidowering treatments AND Patient does not have
any of the following contraindica
Concomitant wuse with strong or mo
Moderate or seare hepatic impairment or active liver disease including
unexplained persistent abnormal liver function tests (Juxtapid, Kynamro) /
Patient has tried and had an inadequate response, intolerance or
contraindication to BOTH atorvastatin arabuvasatin. Note: Reapproval
requires confirmation that the patient has responded to therapy (i.e. decre
LDL levels) AND the patient does not have any contraindications to therag

CRITERIA FOR APPROVAL: The patient has a documented intolerance to "
branded product.

Non-preferred agents (except as noted below)The patient must have a
documented side effect, allergy, or treatment failure to 3 preferred statins.
product has an AB rated generic, one trial must be the generic formulatior

LIMITATIONS: S imvastatin 80 mg:initiation of simvastatin 80 mg or titration
to 80 mg is not recommended by the FDA due to the increased risk of
myopathy, including rhabdomyolysis. Patients may only continue on this ¢
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Note: All preferred agents have a quantity limit ol Zocot® (simvastatin)

1 tablet/day

MISCELLANEOUS/COMBOS

Zetia® (ezetimibe)
(Qty Limit = 1 tablet/day)

PCSK9 INHIBITORS

when new to Medicaid if the patient has beefinglthis dose for 12 or more
months without evidence of muscle toxicity. If the request is for Zocor 80
the patient must have met the prior treatment length requirement and hawv
documented intolerance to the generic equivalent

Note: All non-preferred agents have a quantity limit
of 1 tablet/day except fluvastatin IR which has ¢
quantity limit of 2 tallets/day.

Lovaza® (omegs-acid ethyl esters) Ezetimibe: patient must have a documented intolerance to the brand name
Ezetimibe (compare to Zefia product.

Omega3-aci d ethyl estersA | Lovaza, Vascepa, Omegd-acid ethyl esters: The patient has been started anc
Vascepa® (icosapent ethyl) stabilized on this medication (Note: samples are not consideredaideq

(QL = 4 capsules/day) justification for stabilization.) OR The patient has triglyceride levels > 500
Ezetimibe/simvastatin (compare ¥ytorin®) mg/dL AND The patient has a documented contraindication, side effect,
Vytorin® (ezetimibe/simvastatin) allergy, or treatment failure to a fibric acid derivative and niacin. AND If the
(QL =1 tablet/day) request is for brantdovaza, the patient has a documented intolerance to the
Advicor® (lovastatin/extended release niacin) generic equivalent.

(Qty Limit = 1 tablet/day) Amlodipine/atorvastatin, Caduet: The patient is unable to take the individual
Aml odi pine/ atorvas t®31 tin separate agents AND for approval of Caduet, the patient must have also |
(Qty Limit = 1 tablet/day) documented intolerance tioe generic equivalent.

Caduet” (atorvastatin/amlodipine) Advicor: The patient is unable to take the individual drug components separz

(Qty Limit = 1 tablet/day) Vytorin , ezetimibe/simvastatin The patient has had an inadequate response

atorvastatin orosuvastatinAND If the request is for Vytorin 1008 the patient
has been taking this dose for 12 or more months without evidence of mus

toxicity.
Praluen® (alirocumab) Criteria for approval: 3
QL = 2ml (75mg injection every 2 weeks or 300m I Age > 18 years of age > 13 and dx of homozygous familial

hypercholesterolemia (HoFH)
i ] ) Concurrent use with statin therapy
Repath& (evolocumabjureclick, prefilled syringe Documented adherence to prescribed lipid lowering medications for th
QL = 2ml (2 injections)/ 28 days; Max 2y previous 90 days
supply Recommended or prescribed by a lipidologist or cardiologist
Repath4 (evolocumab) Pushtrorii Diagnosis bheterozygous familial hypercholesterolemia or clinical
QL = 3.5ml (One singleise infusor and prefilled atherosclerotic cardiovascular disease or (Repatha only) homozygous

cartridge)/ 28 days; Max 28ay supply familial hypercholesterolemia
o with additional criteria for each as outlined below

Additional criteria for the diagnosis of heterazygous familial
hypercholesterolemia (HeFH):(both are required)
9  Total cholesterol > 290 mg/dL OR LBC > 190 mg/dL AND one of the
following
0 Presence of tendon xanthon@R
0 In1%tor 29 degree relativelocumented tendon xanthomas, Ml

every month)/ 28 days; Max 28y supply

= —a

= —a

86



MISCELLANEOUS

Pyridostigmine bromide (Compare to Mestinon) Mestinon®

PREFERRED AFTER CLINICAL CRITERIA ARE
MET

Benlysta® (belimumab)
(Maximum days supply per fill = 28 days)

CARBAGLU® dispersible tablets (carglumic acid)
(Maximum days supply per fill = 14 days)

(Brineura Injhection, 2 vials of 150mg/5ml, and

Elapras@ (idursulfase)QL = calculated dose/week)

GLYCOPYRROLATE 1 mg, 2 mg tablets (compare Cuvposg@ oral solution (glycopyrrolate)*
Robinuf® RobinuIForte®) Maximum days supply per fill is 30 days

Preferred After Clinical Criteria Are Met

Brineur& (cerliponase alfa) (QL=1 package per 14 day

Intraventriculsr Electrolytes Injection, 1 Viaf 5ml))

age O 6 TC>»280ang/dlOR r
o Confirmation of diagnosis by gene or receptor te AND
1  Unable to reach goal LDC with maximally tolerated dose of statin and
ezetimibe 10 mg daily + another concurrently administered lipid lowerit
agent
o Atrial of 2 or more statingt least one of which must be either
atorvastatin or rosuvastatin is required.
Additional criteria for the diagnosis of clinical atherosclerotic cardiovascular
disease: (both are required)

9 History of MI, angina, coronary or other arterial revascularimattroke,
TIA, or PVD of atherosclerotic origiAND
1  Unable to reach goal LDC with maximally tolerated doses of stain +
ezetimibe 10 mg daily
o Atrial of 2 or more statins, at least one of which must be eiths
atorvastatin or rosuvastatin is required.

Additional criteria for the diagnosis of homozygous familial
hypercholesterolemia (Repatha only): (both are required)

9  Total cholesterol and LDIC > 600 mg/dL and TG within reference range
OR
Confirmation of diagnosis by gene testilyD
Unable to reach goaDL -C with maximally tolerated dose of statin and
ezetimibe 10 mg daily + another concurrently administered lipid lowerii
agent

o Atrial of 2 or more statins, at least one of which must be eiths

atorvastatin or rosuvastatin is required.

1
1

Benylsta: The diagnosis or indication is active systemic lupus erythematosus
(SLE) AND The patient is positive for autoantibodiaatfénuclear antibody
(ANA) and/or antidoublestranded DNA (antdsDNA). AND The patient has
had a documented inadequate response or intolerance to at least TWO of
following agents: NSAIDs, hydroxychloroquine, prednisone, azathioprine,
methotrexatemycophenolate.

Note: The efficacy of Benlysta® has not been evaluated in patients with seve
active lupus nephritis or severe active central nervous system lupus. Benl:
has not been studied in combination with other biologics or intravenous
cyclophophamide. Use of Benlysta is not recommended in these situation
Initial approval will be granted for 3 months. For therapy continuation, clini
documentation must be submitted documenting stable disease activity OF
reduction in disease activity or caisteroid dose.
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MAKENA® (hydroxyprogesterone caproate) injectic Hetlioz® (tasimelteon) 20 mg oral capsule

250 mg/ml 5 mbials
Maximum fill = 5 mlffill (35 day supply)

Kionex® (sodium polystyrene sulfonate) powder,
suspension
SPS (sodium polystyrene sulfonate) susgien

Quantity limit =1 capsule/day Maximum days supply
per fill is 30 days*

Korlym® tablets (mifepristone)

Quantity limit = 4 tablets/day

Otrexup® or Rasuvo® Singldose autenjector for
subcutaneous use

(methotrexate)

(Quantity Limit = 4 syringes/28 days)

Brineura:

1 Patient is 3 years of age or older AND

1 The diagnosis or indication is late infantile neuronal ceroid
lipofuscinosis type 2 (CLN2), confirmed by deficiency of the lysoson
enzyme tripeptidyl peptidask (TPP1) (results of genetiesting must be
submitted AND

1  The prescriber is a neurologist or other physician specializing in
intraventricular administration

QL=oneviallday Maxi mum daysd s
days)

samsc® tablets (tolvaptanuantity limit = 15 mg
tablets (1 tablet/day), 30 mg tablets (2 tablets/day)

Signif0|® (pasireotide) Ampule®L (all strengths) =
2ml (2 amps)/dapMa x i mu m dha=y38 days s

Soliris® (eculizumab)Quantity Limit = 12 vials(360 ml)
/ 28 days) Maxi mum days

Somatuline® Depot Injection (lanreotid€uantity Limit
= 0.2 ml/28 days (60 mg syringe), 0.3 ml/28 days (¢
mg syringe) and 0.5 ml/2&ys (120 mg syringe))

Lystedr&ED tablets (tranexamic acid)uantity limit = 30
tablets/ 28 days tranex
Lysteda®)

Quantity limit = 30 tablets/28 days

Veltass& (patiromer sorbitex calcium) powder packets
(QL = 1 packet/day)

Spinrazgnusinersen) injection 12mg/5ml singlese vial

Xat mepE (methotrexate) o

Zi npl a vietokumébpieiection

Korlym: Pati ent i s

approved if billed through pharmacy point of saleitidhapproval will be
granted for 3nonths. Renewal may be granfedup to 12 months. For
therapy continuation, clinical documentation must be submitted document
improvement or maintenance of motor ability OR slower progression of dit
than wouldotherwise be expected AN®12lead ECG evaluation is
performed every 6 months.

Carbaglu: The diagnosis or indication for the requested medication is

hyperammonemia due to-&tetylglutamate synthetase (NAGS) deficiency
AND The prescriber is a specialistinetabolic disorders (e.g., medical
geneticist) or prescriber is in consultation with a specialist

Elaprase (Hunter's Syndrome Injectablg: The diagnosis or indication for the

requested medication is Hunteros

Cuvposa: The diagnosis or indicatidior the requested medication is Sialorrhea

a neurologic condition associated with excessive drooling (e.g. cerebral pi
ment al retardati on, Parkinsonds d
from the tablet formulation. AND (For patients >18 yeaf age) The patient
has had a documented side effect, allergy, treatment failure, or a
contraindication to scopolamine patches.

Hetlioz: Patient has documentation of N@#4-Hour SleepWake Disorder (Non

24) AND Patient has documentation of total blinemAND Patient has had a
documented side effect, allergy or treatment failure with Rozerem and at |
one OTC melatonin product.

018 years of age AN
Cushingds syndr ome vhitiNtipe 2 drabetes raetlitus
or glucose intolerance AND Patient has hyperglycemia secondary to
hypercortisolism AND Patient has failed or is not a candidate for surgery
AND Patient has a documented side effect, allergy, treatment failure or
contraindcation to at least 2 adrenolytic medications (eg. ketoconazole,
etomidate) AND Patient does not have any of the following contraindicatic
to Korlym: Pregnancy (pregnancy must be excluded before the initiation o
therapy or if treatment is interruptear 14 days in females of reproductive
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potential. Nonhormonal contraceptives should be used during and one m
after stopping treatment in all women of reproductive potential) OR Patier
requires concomitant treatment with systemic corticosteroidsefious
medical conditions/illnesses (immunosuppression for organ transplant) O
Patient has a history of unexplained vaginal bleeding OR Patient has
endometrial hyperplasia with atypia or endometrial carcinoma OR Patient
concomitantly taking simvaatin, lovastatin, or a CYP3A substrate with a
narrow therapeutic index (e.g., cyclosporine, dihydroergotamine, ergotami
fentanyl, pimozide, quinidine, sirolimus, or tacrolimus).

Makena: Patient is 16 years of age or older AND Patient has a history of
singleton  spontaneous preterm birth AND Patient is having a singleton
(single offspring) pregnancy AND Therapy will be started between 16 wee
days and 20 weeks, 6 days of gestation AND Therapy will be continued ut
week 37
(through 36 weles, 6 days) of gestation or delivery, whichever occurs first.

Otrexup, Rasuvo: The patient has a diagnosis of rheumatoid arthritis (RA),
polyarticular juvenile idiopathic arthritis (pJIA) or psoriasis. AND The patie
has been intolerant to oral methetate AND The patient has been unable tc
compliant with a norautainjector form of injectable methotrexate (includes
difficulty with manual dexterity).

Myalept: Patient has a diagnosis of congenital or acquired generalized
lipodystrophy AND Patient hasne or more of the following metabolic
abnormalities AND is refractory to current standards of care for lipid and
diabetic management: Insulin resistance (defined as requiring > 200 units
day), Hypertriglyceridemia, Diabetes AND Prescription is wnitbg or in
consultation with an endocrinologist AND The prescriber is registered in t
MYALEPT REMS program.  Reauthorization for continued use criteria:
Patient has experienced an object
in hemoglobin Alcib A1c) | evel from baselir
triglyceride (TG) levels from baseline

Samsca: The agent is being used for the treatment of euvolemic or hypervole
hyponatremia AND Despite opti mal
sodium < 0 mEq/L or the patient is symptomatic with a serum sodium < :
mEg/L. AND The treatment will be initiated or is being reinitiated in a hosg
setting where serum sodium can be monitored

Signifor: Pati ent has a di agnosiesANDPRatieftpsi
18 years of age or older AND Pituitary surgery is not an option or has not
curative Note: Repproval requires confirmation that the patient has
experienced an objective response to therapy (i.e., clinically meaningful
reduction in 24hour urinary free cortisol levels and/or improvement in signs
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symptoms of the disease).

Soliris: The patient has a diagnosis of paroxysmal nocturnal hemoglobinuria
(PNH) documented by flow cytometry. AND The patient has received the
meningococcal vaage at least 2 weeks prior to therapy initiation. OR The
patient has a diagnosis of atypical hemolytic uremic syndrome (aHUS). A
The patient has received the meningococcal vaccine at least 2 weeks prio
therapy initiation. Authorization for contindeuse shall be reviewed to confirr
that the patient has experienced an objective response to the therapy.

Somatuline: The diagnosis or indication for the requested medication is
Acromegaly.

Lysteda, Tranexamic acid: The diagnosis or indication is climtty significant
heavy menstrual bleeding AND The patient has been started and stabilize
oral tranexamic acid within the previous 360 days OR The patient does ni
have a contraindication to therapy with oral tranexamic acid (i.e., active
thrombotic dsease, history of thrombosis/thromboembolism, or an intrinsic
risk of thrombosis/thromboembolism), and if oral tranexamic acid is to be 1
concomitantly with an estrogen containing hormonal contraceptive produc
risks of combination therapy have bediscussed with the patient. AND The
patient has had a documented side effect, allergy, contraindication, or an
inadequate response with at least one oral contraceptive or progestin con
product despite an adequate trial of at least 90 days, tioaale for why these
products cannot be used (e.g. actively attempting to conceive). AND The
patient has had a documented side effect, allergy, contraindication, or an
inadequate response with at least one regularly scheduled (not PRN) NS/
a rationat for why these products cannot be used (e.g. actively attempting
conceive). AND If the request is for brand Lysteda, the patient has had a
documented intolerance to the generic product.

Veltassa: The patient requires therapy for the treatment ofemergent
hyperkalemia and has a side effect, allergy, or contraindication to one prefer
sodium polystyrene sulfonate product.

Xatmep: The patient has a diagnosis of polyarticular juvenile idiopathis arthritis
acute lymphoblagtieukemia (ALL) AND paient has aequirement for an oral
liquid dosag form (i.e. swallowing disordanability to take oral medications)

Spinraza:

1  The diagnosis is spinal muscular atrophy (SMA) type 1,2, or 3 (resu
genetic testing must be submitted) AND

1 The mtient hast least 2 copiesf the SMN2 gene AND

1 The prescriber is a neurologist, pulmonologist, or other physician wi
expertise in treating SMA AND

1 The need for invasive or noninvasive ventiliation (if applicable) does
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exceed more than 6 hours per 24 houigqueAND
Baseline motor ability has been established using one of the followir
exams:

o Hammersmith Infant Neurological Exam (HINE)

o Hammersmith Functional Motor Scale Expanded (HFMSE)

0 Upper Limb Module Test (neambulitory)

o Childrenbés Hosiglifantaréstob f P hi

Neuromuscular Disorders (CHOP INTEND) AND

Prior to starting therapy, and prior to each dose, the following
laboroatory tests will be conducted: Platelet count, prothrombin time
(PT), activated partial thromboplastin tim&P(TT), and quaitative spot
urine protein

Note: Initial approval will be granted for 4 loading doses (the first 3 loading dc
should be administered at-tiy intervals; the®loading dose should be
administered 30 days after th€ @ose). Renewal may be granted tiprto 12
months with a maximum of 3 doses approved per year (12mg(5ml) every .
months). For therapy continuation, clinical documentation must be submiti
documenting improvement or maintenance of motor ability OR slower
progression of disease than wooltierwise be expected.

Zinplava:

1
1

1

The patient is 18 years of age or older AND
The patient has a diagnosis@ibstridium dfficile infection (CDI)
confirmed by a positive stool test collected within the past 7 days Al
The patient is or will receive conca@nt Standard of Care antibacteric
therapy for CDI (e.g. metronidazole, vancomycin, or fidaxomicin) AN
The patient is at high risk for recurrence based on at least one of the
following:
o Age O 65 years
o Two or more episodes of Clithin the past 6 months
0 The patient is immunocompromised
0 The patient has clinically severe CDI (e.g. fever, abdomina
tenderness, WBC? abunin<30@/D,6r c
renal failure)

Note: A single-dose of Dmg/kg will be approved per active CDI. A repeat dose
will not be approved for recurrence of the same active infection.

MOOD STABILIZERS

LI THI UM CARBONATEA ®) o Equetr® (carbamazepine SR) Lithobid: The patient has had a documented side effect, allergy, or treatmen
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Lithobid®* (lithium carbonate SR) failure with the generic equivalent of the requested medication.

LI THI UM CARBONATE SRA ( Equetro: The patienhas had a documented side effect, allergy, or treatment
Lithobid®, formerly Eskalith C@) failure with a carbamazepine product from the anticonvulsant therapeutic
category

LITHI UM CI TRATE SYRUPA

MOVEMENT DISORDERS
Preferred After Clinical Criteria are Met Austed® (deutetrabenazine) tablets Austedo: The diagnosis or indication for the requested medicatiomistHi n g
(Maximum 1 month supply per fill) Disease (HD)witt hor ea or Tardive Dyskine

Quantity limit = 48mg/day
Ingrezz& (valbenazine tosylate) capsules
(Maximum 1 month supply per fill)

XENAZINE® tablets (tetrabenazine)
(Maximum 1 month supply per Jill

years of age AND the patient has a documented side effect, allergy,
contraindication or treatment failure with Xenazine.

Quantity "lmi'f = 50 mg/day at initial approval (12.5 o, 1 yiivy fimit =80mg/day) Ingrezza: The diagnosis or indication for the requested medication is Tardive
mg tablets ONLY), Ulp t0100 mg/day at | Tetrabenzaine (compare to Xena#ine Dyskinesia (TD) AND yeahsef agedAND tbempatienp
subsequent approvals (12.5 mg or 25 mg tab (Maximum 1 month supply per fill) has a documented side effect, allergy, contraindication or treatment failure

Quantity limit = 50mg/day at initial approval (12.5mg Xenazine.

tablets ONLY), up to 100mg/day at subsequent  Tegrahenazine: The patient must have a documented intolerance to brand
approvals (12.5mg or 25mg tablets)

Xenazine.
Xenazine: The diagnosis or indication for use is Tourette Syndrome OR the
di agnosis or indication for use i

Tardive Dyskinesia (TD) AND the p
Note: Austedo, Tetrabenazine, and Xenazne containdicated in patients who
are suicidal, and in patients with untreated or inadequately treated depres

MUCOSAL COATING AGENTS

ALUMINUM HYDROXIDE Aformerly MuGard® (mucoadhesive oral wound rinse) MuGard: Patient is receiving radiation and/or ohetherapy. AND The patient
Amphoj ef@) (QL = 4 bottles/month) has had a documented side effect, allergy or treatment failure with at leas

® . oral mucosal coating agent

EPISIL™ (wound barrier) (e.g. aluminum hydroxide suspension, Mylanta) or a topical anesthetic (e.g.

GELC'—A|R®_ (povidone sodium hyaluronate viscous lidocaine or diphenhydramine sadus) or combinations of similar
glycyrrhetinic acid gel) agents
MYLANTA/DIPHENYDRAMINE/LIDOCAINE . o . . .
Additional criteria for viscous lidocaine:

VI SCOUS (aka AMagic M . . . ) . .
1 Due to a FDA safety alert, viscous lidocaine will require prior

Or other similar single or combination products authorization for children O3
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INJECTABLES
Interferons

AVONEX® (interferonB-1a)
BETASERON (interferonB-1b)

REBIF® (interferonB-1a)
REBIF® REBIDOSE (interferors-1a)
Other

COPAXONE® 20 mg (glatiramer acetat@)L = 1
kit/30 days)

ORAL

AMPYRA® (dalfampridine) table(QL = 2
tablets/day, maximum 30 day supply per fill)

AUBAGIO® (teriflunamide) tablet
(QL = 1 tablet/day, maximunB82ay supply per fill)

GILENYA® (fingolimod) capsule
(QL = 1 capsule/day, maximum 30 day supply per f

MULTIPLE SCLEROSIS MEDICATIONS

Extavid® (interferon betalb) Copaxone 40 mg SyringePatient has a diagnosis of multiple sclerosis. AND 1
Copaxon@ 40 mg (glatirameL = 12 syringes(12 patlenF hgs a.documented side effect, allemggtiment failure, or
ml)/28 days) contraindication to at least one preferred drug (not Copaxone 20 mg). AN
Glatiramer Acetate (compare to Copax®jomg The patient is unable to tolerate or be compliant with Copaxone 20 mg da
(QL=1kit/30days) dosing.
Glatopa® 20mg (glatiramer acetate) (QL=1 carton (30 Extavia: Patient has a diagnosis of multiple sclerosis. AND The provider
syringes/30 days) provides a clinical reason why Betaseron cannot be prescribed.
Ocrevu® (ocrelizumab) (QL=300mgx2doses then 600r Glatiramer, Glatopa20mg: Pati ent is O 18 years
every 6 months theafter) . ) . : -
Plegridy? (peginterferon betaa) forms of Multiple Sclerosis AND th.e provider provides a clinical reason wh
Tecfider® (dimethyl fumarate) Copaxone 20mg cannot be prescribed.
(QL = 2 capsules/day, maximug day supply per fill) Ocrevus:Pat i ent is O18 years AND has a
Tysabr® (natalizumab) AND has a doumented side effect, allergy, treatment failure or
contraindication to at least two preferred drugs and TysabrDi@gnosis of
Zinbryte® (daclizumab) QL=1 syringe/30 days, relapsing multiple sclerosis and the patient has a documented side effect,
Maximum 30 day supply per fill allergy, treatment failure, or contraindicatione preferred drugs and has

tested positive for antlVC antibodies. ORatientisO1 8 year s A
diasnosis of primary progressive multiple sclerosis.

Plegridy: Pat i ent is O 18 years. Di agna
Sclerosis. Documented side effect, allergy, treatment failure or contraindic
to at least three prefeda@rugs including at least one preferred form of
interferon.

Tecfidera: The patient is started and stabilized on the requested medication (
samples are not considered adequate justification for stabilization.) OR P«
is O 18 year ssishNdapsingfermsaof MultigegSolarosis
AND the patient has a documented side effect, allergy, treatment failure, ¢
contraindication to at least two preferred drugs.

Tysabri: Patient has a diagnosis of relapsing multiple sclerosis and has alree
been stabilized on Tysabri OR Diagnosis is relapsing multiple sclerosis an
patient has a documented side effect, allergy, treatment failure, or
contraindication to at least two preferred drugs.

Zinbryta: Patient has a diagnosis of relapsing multiplerssis and has already
been stabilized on Zinbryta OR Pat
relapsing multiple sclerosis and the patient has a documented side effect, all
treatment failure, or contraindication to at least three otheadé8ts, two of
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Musculoskeletal Agents

Single Agent
CHLORZOXAZONEA 500 mg t

(compare to Parafon Forte D@§:
(Quantity limit = 4 tablets/day)
CYCLOBENZARR|I NEA5 mg, 10 mg

FIexeri|®)
(Quantity limit = 6 tablets/day (5 mg), 3 tablets/day

(10 mg)) ‘
METHOCARBAMOLA 500mg,

(compare to Robax%)
(Quantity limit = 8 tablets/day) .
ORPHENADRINECI TRATE ERA (pr

Norflex®) 100 mg tablet
(Quantity limit = 2 tablets/day)

Combination Product

ASA = aspirin

Maximum duration of therapy all musculoskeletal
agents = 90 days

which must be preferred AND the patient does not havexiséng hepatic
disease or hepatic impairment (LFT monitoring is recommended prior to star
therapy, monthly during therapy, and for 6 months after stopping therapy) AN
the phygian, pharmacy, and patient are enrolled in the Zinbryta® REMS
program.

adhdMUSCLE RELAXANTS, SKELETAL

® . . Amrix, cyclobenzaprine 7.5 mg, Fexmid The prescriber must provide a
Amrix™(cyclobenzaprine sustaineelease) 15 mg, 30 clinically valid reason why a preferred generic cyclobenzaprine cannot be

mg _cap_su_le For approval of Fexmid, the patient must also have a documented intolers
(Quantity limit = 1 capsule/day) to th neri valent
carisoprodol 250 mg tablets 0 the generic equivalent.

(Quantity limit = 4 tablets/day) Brand skeletal muscle relaxants with generics available (Flexeril, Parafon
carisoprodb A350 mg ( ¢ @mqus e t Forte DSC, Robaxin): The patient has had a documented side effect, aller
(Quantity limit = 4 tablets/day) or treatment failure with two different preferred musculoskeletal agents (O
cyclobenzaprine 7.5 %gA trial must be the AB rated generic).

(Quantity limit = 3 tablets/day) carisoprodol, carisoprodol/ASA, carisoprodol/ASA/codeine, Soma,

Fexmid® (cyclobenzaprine) 7.5 mg tablet metaxolone, Skelaxin: The patient has had a documented side effect, aller
(Quantity limit = 3 tablets/day) or treatment failure with two different preferred musculoskeletal agents.
Lorzoné® (chlorzoxazone)375 mg, 750 mg tablets Additionally, if a brand name product is requested where an AB rated gen
(Quantity limit = 4 tablets/day) exists, the patient must also have had a documented intolerance to the ge
me t ax a_l oneA ( c% 80p mg tablets o product.

g?;::fgt,;typlg;:g 54 atzlc(ﬁfg?;)g azone) 500 mg tablets Lorzqne: Th_e patien_t has had a documented side effect, allergy or treatment
(Quantity limit = 4 tablets/day) failure with two different preferred musculoskeletal agents.

Dantrium, Zanaflex tablets: The patient must have a documented intolerance

1 *
Robaxir (methocarbamolb00mg, 750 mg tablets with the AB rated generic product,

(Quantity limit = 8 tablets/day)

Skelaxir® (metaxalone) 800 mg tablets Tizanadine capsules, Zanaflex capsuleFhe prescriber must provide a clinical
(Quantity limit = 4 tablets/day) valid reason whygeneric tizanidine tablets cannot be used. AND If the
Som®P (carisoprodol) 250 mg, 350 mg tablets request is for Zanaflex capsules, the patient must have a documented
(Quantity limit = 4 tablets/day) intolerance to generic tizanadine capsules

carisoprodol, ASAA (®ren

(Quantity limit = 4 tablets/day)

carisoprodol, ASA, codei

Compound with Codeir@)
(Quantity limit = 4 tablets/day)

Dantrium® (dantrolene)
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Antispasticity Agents tizanidineA ( @)CCc’ﬂpﬂJh}S’ e to
BACLOFENA (forfheriy Li Zanafle (tizanidine) capsules
DANTROLENEA (comfar e t o Zanaflex*(tizanidine) tablets

TI ZANI DI NEA ( c o®jpanletse t o

MUSCULAR DYSTROPHY AGENTS

EmflazaE (deflazacort) Emflaza:
(Maximum 30 day supply per fill) f The patient must be O 5 years
BExondys 51E (eteplirsen) 1 The patient must have a diagnosis of Duchenne MuscularDystrophy
AND

1 There is documented improvement in muscle function or strength wi
use of prednisone, but the patient has experienced weight gain >10¢
body weght withing 3 months or >25% within 1 year.

Exondys:

1 The patient must have a diagnosis of Duchenne Muscular Dystroph
with a confirmed mutation of the DMD gene that is amenable to exo
skipping (results of genetic testing must be submitted) AND

1  The presriber is, or has consulted with, a neuromuscular disorder
specialist AND

1  The dose does not exceed 30mg/kg once weekly AND

1  The patient is currently on a stable corticosteroid dose for at least 6
months.

1 Note: Initial approval will be granted for 6 monttrar reapproval after
6 months, the patient must demonstrate a response to therapy as
evidenced by continued or improved clinically meaningful function.

NEUROGENIC ORTHOSTATIC HYPOTENSION

FLUDROCORTI SONEA Northera® Quantity Limits:
MI DODRI NEA 1 Initial 2 weeks approval

1  Continued therapy approvals based on documentation of continued
benefit clinically and as evidenced by positional blood pressure reac

Clinical Criteria:

9 diagnosis of neurogenic orthostatic hypotension caused by primary
autonomicfailu e ( Par ki nsonds disease,
autonomic failure), dopamine beltgdroxylase deficiency, aron
diabetic autonomic neuropathy, AND
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1 the presentation of symptoms including dizziness, lightheadedness
the feelingtof AMIDI acking o

9 Failure of multiple norpharmacologic measuresa&spropriate €.9.
removal of offending medications, compression stockings, increasec
fluid and salt intake) AND

1 Failure, intolerance or contiadication to fludrocortisone AND
midodrine

NUTRITIONALS, LIQUID ORAL SUPPLEMENTS

ALL
Note: Nutritional supplements administered via tube
feeds may be provided through the Medical Bene

EleCare, EleCare Jr: The patient is an infant or child who needs an amino-ac
based medical food or who cannot tate intact or hydrolyzed protein. AND
The product is being requested for the dietary management of protein
maldigestion, malabsorption, severe food allergies, sfawel syndrome,
eosinophilic Gl disorders, @tact impairment, or other conditions fohigh
an amino aciebased diet is required.

All Others: Requested nutritional supplement will be administered via tube
feeding. OR Patient has one of the following conditions where feeding is
difficult or malabsorption or maldigestion occurs: AIDS, CanGaliac
Disease,

Cerebral Palsy, Chronic Diarrhea, Cognitive Impairment, Cystic Fibrosis,
Dementia (includes Alzheimer's), Developmental Delays, Difficulty with
chewing/swallowing food, Inflammatory Bowel Disease, Parkinson's, Shor
Gut. OR Patienhas experienced unplanned weight loss or is extremely low
weight (see further definitions below) OR Patient has demonstrated nutrit
deficiency identified by low serum protein levels (albumin orgdbrimin
levels to be provided) (albumin <3.5 g/dlrémlbumin <15 mg/dL)

Unplanned Weight Loss/Low Weight Table:

Adult: [ Involuntary loss of > 10 % of body weight within 6 months
Involuntary loss of > 5% of body weight within 1 monthLoss of > 2% of
body weight within one week! BMI of < 18.5 kg/m2

Elderly: (>65): [I Involuntary loss of > 10 % of body weighttwin 6 months|
Involuntary loss of > 5 % of body weight within 3 monthd.oss of > 2 % of
body weight within one month BMI of < 18.5 kg/m2

Children: [1 <80 % of expected weigtibr-height [1 < 90 % of expected
heightfor-age | Mid-upper arm circungrence/head circumference ratio <
0.25

Limitations: Infant formulas are not covered under the pharmacy benefit. Pl
contact WIC.
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See Oncology: Oral order form for details of
medication that must be obtained throagdVHA
errolled specialty pharmacy provideh current list
of approved providers may be found at
http://dvha.vermont.gov/feproviders/1dvha
enrolledspecialtypharmaciepdf

ANTIBIOTICS

UINOLONE.
BESIVANCE™ (besifloxacin) suspension
CILOXAN® ointment
CIPROFLOXACIN HCLA(compare to CiloxaR)
solution

VIGAMOX ® (moxifloxacin 0.5%) (preservative free
solution

MACROLIDES
ERYTHROMYCI NA oint men
| LOTYCINA (erythromycin

AMINOGLYCOSIDES

Single Agent

AK-TOBM (tob@mycin) solution

GARAMYCIN ™ (gentamicin) ointment, solution
GENTAK"*(gentamicin) ointment, solution

GENTAMICINAQintment, solution

TOBRAMYCIN Asolution (corpare to Tobre@)
Combination

ONCOLOGY: ORAL (select)

OPHTHALMICS

Ciloxarf® (ciprofloxacin)solution

gatifloxacin 0.5% solution (compare to Zymﬁw
Ievoflocir1°‘0.5 % solution
@

Moxeza~ (moxifloxacin 0.5%) (preservative free)
sdution
Ocuflox™*(ofloxacin) solution

OfloxacinA(compare to Ocuﬂo@) solution
Zymaxid™~ (gatifloxacin 0.5%) solution

Azasité@(azithromycin) solution
All other brands

Tobramycin w/Dexamethasd?iecompare to Tobrad&

suspensign
Tobradexs

Tobrex® ointment,solution (tobramycin)
PredG® S.0.P. (gentamicin/prednisolone) ointment

Bacitracinointment

(tobramycin/dexamethasone) suspensiol

Single and Combination Agents: The patient has had a documented side effe
allergy or treatment failure with at least TWO preferogtithalmic antibiotics
or ophthalmic antibiotic combination agents, one of which must be in the <
therapeutic class. (If a product has an AB rated generic, there must have i
been a trial of the generic formulation.)
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PREDG® (gentamicin/prednisolone) ointment,
suspensi%g

TOBRADEX™* (tobramycin/dexamethasone)
suspension , ointment

zvLET® (tobramycin/loteprednol) suspension

MISCELLANEOUS

Single Agent
All products require PA

Combination A
BACITRACIN ZINC W/POLYMYXIN B
ointment

NEOMYCIN/BACITRACIN/POLYMYXIN

ointment

NEOMYCIN/POLYMYXIN ;
W/D@(AMETHASONEA(compare to

Maxitrol™) ointment, suspension

NEOMYCIN/POLYMYXIN/BACITRACIN/
HYDROCORTISONE"ointment

POLYMYXIN B W/TRIMETHOPRIMA(compare to

Polytrim®) solution

SULFACETAMIDE W/PREDNISOLONE SOD
PHOSPHATE solution

ANTIHISTAMINES

KETOTI F E N% (e@ Alvaid, zaditof®
OTC, others)

(QL=1 bottle/month)

OLOPATADINE 0.1% (compare to Pata@)l
(authorized generic, labeler code 61314 is the ol
preferred form)

(QL=1 bottle/month)

PAZEO® (olopatadine 0.7%)
(QL= 1 bottle/month)

Bleph1

Sulfacetamide sodiuﬁ(compare to Blep|10®) solution
Sulfacetamide sodiumintment

* (sulfacetamide) solution

Blephamid<,® (sulfacetamide/prednisolone acetate)
suspension

Blephamide” S.O.P. (sulfacetamide/prednisolone
acetate) ointment

Maxitrol=* (neomycin/polymyxin/dexamethasone)
suspension, ointment

Neomycin/Polymyxin W/Gramidin solution

Neomycin/Polymyxin w/Hydrocortis@ointment
suspension

Polytrim®* (polymyxin B/trimethoprim) soln

Azelastine, Bepreve, Elestat, Epinastine, Olopatadin@on-authorized
generics) Patanol, PatadayThe patient has had a documented side effect,
allergy, or treatmerfailure toOlopatadine authorized generic or PaZear
approved of Elestdhe patient must also have had a documented intolerant
the generic equivalent.

Lastacaft, Emadine: The patient is pregnant and the diagnosis is allergic
conjunctivitis OR Theatient has had a documented side effect, allergy, or
treatment failure to ketotifen. AND The patient has had a documented
sideeffect, allergy, or treatment failuePazeo

AzelastineA (compare to OptivaP) (QL = 1
bottle/month)

BeprevéFD (bepotastine besilatépL = 1 bottle/month)
Elesta® (epinastinefQuantity Limit = 1 bottle/month)
Epinastiné (compare to Elesl@b (QL = 1 bottle/month)

Emadin® (emedastinejQuantity Limit = 2
bottes/month)
Lastacaf® (alcaftadineYQL = 1 bottle/month)

Olopatdine 0.1% (compare to Patafp{non-authorized
generic forms)

Olopatadine 0.2% (compare to Pat@)ay
(Quantity limit = 1 bottle/month

Patadal § (olopatadine 0.2%)
(QuantityLimit = 1 bottle/month)
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CORTICOSTEROIDS: TOPICAL

ALREX® (loteprednol) 0.2% suspension

FLAREX® (fluorometholone acetate) 0.1%
suspension
FLUOROMETHOLONE O.
FML™ (fluorometholone) 0.1% ointment
Lotemax™ (loteprednol) 0.5% suspension,

MAXIDEX ® (dexamethasone) suspension

PRED MILD® (prednisolone acetate) 0.12%
suspension

PREDNISOIONE ACETATE 1%sus

PREDNISOLONE SODIUM PHOSPHATE 1%
solution

E=emulsion, G=gel,O=ointment, S=suspension,
Sol=solution

1% st

CYSTARAN

DRY EYE SYNDROME

Ocular Lubricants

ARTI FI CI AL
ARTI FI CI AL
GENTEAL Solduion
GENTEAL P.M.Qintment
LUBRI FRESH P. M. A Oint me
REFRESH P.M. Ointment

REFRESH Lacrube Ointment

REFRESH PLUS Solution

TEARS NATURALEA Solutio

TEARSA Ointn
TEARSA Solut

Immunomodulators

RESTASIS (cyclosporine ophthalmic emulsion)
0.05% droperette (NDC 00023916330 and
00®3916360 arethenl y preferre
QL=180 vials per 90days

GLAUCOMA AGENTS/MIOT ICS

PatandP§ (olopatadine 0.1%)
(Quantity Limit = 1 bottle/month)

Dexamethasone sodium phosphatE solution
Durezof® (difluprednate) 0.05% emulsion
FML Forte® (fluorometholone) 0.25% suspsion

FML Liq)iéifilm ® (fluorometholone) 0.1% suspension

Non-preferred agents The patient has had a documented side efédletrgy, or
treatment failure with TWO preferred ophthalmic corticosteroid. (If a prodi
has an AB rated generic, there must have been a trial of the generic
formulation)

Lotema gSlotepredn 0.5% ointment (pres. free), gel
Pred Forte’/Omnipred” (prednisolone acetate) 1%
suspension

All other brands

Cystaran® (cysteamine) 0.44% ophthalmic solution
(QL=4 bottles 60 ml)/ 28 days)
Maxi mum days©d

Cystaran: The indication for use is corneal cystine accumulation in patients v
cystinosis.
suppl y/ RX

Restasi_@ (cyclosporine ophthalmic emulsion) 0.05% RestasisMultidose: Both pakage sizes of the droperettes must be on atiemy
Multidose bottle(QL= 1 bottle (5.5ml) per 28ays backorder and unavailable from the manufacturer.

- . _ X
Xiidra® (lifitegrast) solution QL = 60 vials per 30 days) Xiidra: The patient has a diagnosis of Dry Eye Disease AND has a documen
side effect, allergy or treatment failure to Restasis.
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ALPHA -2 ADRENERGIC
Single Agent

ALPHAGAN P® 0.1 %, 0.15 % (brimonidine tartrate
BRI MONI DI NE TARTRATEA O

Alphagarcn@)

Combination

COMBIGAN% (brimonidine tartrate/timolol maleate)
SIMBRINZA
(brinzolamide 1% and brimonidine29%) Suspension

BETA BLOCKER
CARTEOLOL HCLA (f®rmer

LEVOBUNOLOL HCLA (®mpa
TI MOLOL MALEATEA (c®mpa

PROSTAGLANDIN INHIBITORS
LATANOPROSTA (co®pare t
TRAVATAN Z® (travoprost) (BAK free)

CARBONIC ANHYDRASE INHIBITOR
Single Agent

DORZOLAMIDE 2 % (compare to Truso%)

Combination
DORZOLAMIDE w/TIMOLOL (compare to

Cosop@)

MISCELLANEOUS

1ISOPTC® CARPINE (pilocarpine)
PI LOCARPI NE HCLA PHO%BPF

aprz | onidineA (c®mpare to
br'@monidine tartrate 0.1
PY)

Iopidine® (apraclonidine)

Betagau@* (levobunolol)
Betoptic & (betaxolol suspension)

Istalof®* (timolol)

Timoptic™ * (timolol maleate)
Timoptic XE™* (timolol maleate gel)

Timolol maleategel (compare to Timotic )@)

Bimatop{é)st 0.3% (Lumiga@)
Lumigan~ 0.01 %/0.03 % (bimatoprost)

Zioptar@ (tafluprost)

Azopl® (brinzolamide 1%)
Trusop@@* (dorzolamide 2 %)

Cosopt PE (dorzolamide wi/timolol) (prefree)
Simbrinza” (brinzolamide 1% and brimonidine 0.2%)
Susp

Cosop@* orzolamide w/timolol)

Miochol-E® (acetylcholine)

ALPHA 2 ADRENERGIC AGENTS: Single Agent: The patient has had a
documented side effect, allergy ceatment failure with at least one preferres
ophthalmic alpha 2 adrenergic agent. If the request is for brimonidine tar
0.15%, the patient must have a documented intolerance of brand name
Alphagan P 0.15%.

BETA BLOCKERS: The patient has had adomented side effect, allergy or
treatment failure with at least one preferred ophthalmic beta blocker.

PROSTAGLANDIN INHIBITORS

Lumigan, Bimatoprost, Zioptan: The patient has had a documented side effe
allergy or treatment failure with generic latanogt and Travatan Z.

Xalatan: The patient has a documented intolerance to the generic product. /
The patient has had a documented side effect, allergy or treatment failure
Travatan Z.

CARBONIC ANHYDRASE INHIBITORS

Single Agent: The patient has haaldocumented side effect, allergy or treatmer
failure with a preferred carbonic anhydrase inhibitor.

Combination Product:

Cosopt: The patient has had a documented intolerance to the generic equival
product.

Cosopt PF:The patient has had a docemted intolerance to the preservatives it
the generic combination product.

Miscellaneous:The patient has had a documented side effect, allergy or treat
failure with a preferred miscellaneous ophthalmic agent. If a product has ¢
rated gened, there must have also been a trial of the generic formulation)
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(echothiophate)
MAST CELL STABILIZERS

CROMOLYN SODI UMA (Porm

Alocril® (nedocromil sodium)

; J Criteria for Approval: The patient has had a documented side effeetgail or
Alomide™ (lodoxamide)

treatment failure with generic cromolyn sodium

NON-STEROIDAL ANTI -INFLAMMATORY DRUGS (NSAIDs)

FLURBI PROFEN A 0.03% op

ILEVRO® ophthalmic suspension (nepafenac 0.3%;
KETOROLACAOQ.4 % ophthalmic solution (compare

to Acular L$®)
KETOROLACAO.5 % ophthalmic solution (compare

to Acula|®)

Anti -infective Single Agent

All products require PA

Anti -infective/Corticosteroid Combination

CIPRODEX® (ciprofloxacin 0.3%/dexamethasone
0.1%) otic suspension

CIPROHC® (ciprofloxacin 0.2%/hydrocortisone 1%)
otic suspension

NEOMYCIN/POLYMYXIN B .
SULFATE/HYDROCORTISONBRSOLUTION

Miscellaneous Agents
ACETIC ACIDAOtic solution R
ACETIC ACID-ALUMINUM ACETATE AOtic

solution

Acuvail: The patient has had a documented side effect, allergy, or treatment
failure to Acular ORketorolac 0.5% ORhe patient has a documented
hypersensitivity to the preservative benzalkonium chloride.

Acular, Acular LS, Bromfenac, BromSite, Diclofenac, Ocufen, Prolensa,: The
patient has had a documented side effect, allergy, or treatment failt\¢Qo
preferred agents.n addition, if a product has an AB rated generic, there m
have also been a trial of the generic formulation.

Acular® (ketorolac 0.5% ophthalmic solution)

Acular LS® (ketorolac 0.4% ophthalmic solution)

Acuvail (ketorolac 0.45 %) Ophthalmic Solution
(Quantity Limit = 30 unit dee packets/15 days

Br o mf €.89a&wophthalmic solution

BromSiteE (bromfenac 0.C

DiclofenacA 0.1% ophthal

Nevana® ophthalmic suspension (nepafenac 0.1%)
Ocufer®* ophthalmic solution (flurbiprofen 0.03%)
Prolens® ophthalmic solution (brorehac 0.07%)

OTIC ANTHINFECTIVES

CiprofloxacinA0.2% (compare to Cetras3) otic solution ~ A non-preferred products : The patient has haaidocumented side effect,

(Qty limit = 14 unit .
dose packages/ 7 days) allergy, or treatment failure to two preferred products

Otiprio® (ciprofloxacin 6%) otic suspension
OfloxacinA0.3% Otic solution (formerly Fon@)
Floxin® (ofloxacin) otic solution

Coly-Mycin S®/Cortisp0rin T®
(neomycin/colistin/thonzium/hydrocortisone)

Neomycin/Polymixin B Sulfate/Hydrocortisone
Suspensio

OtoveP (ciprofloxacin 0.3%/fluocinolone 0.025%) otic
solution QL = 28 unit dose packages/7days

Acetasol H@\ (acetic acid 2%/hydrocortisone 1% otic
solution)

Acetic Acid/Hydrocortison&Otic Solution
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OVER THE COUNTER (OTC) MEDICATIONS

Please refer to the DVHA website for covered OTC categories not already managed on the PDL. Many categories limited to gesédNLY and other categories not covered. No PA

process for noncovered OTCs.

CREON® DR Capsule
ZENPEF® DR Capsule

CALCITRIOL (compare to Rocaltr8)
DOXERCALCIFEROL (compare to Hectof3l
ERGOCALCIFEROL (compare to Drisd8)
PARICALCITOL (compare to Zempl&y
SENSIPAR (cinacalcet)

PANCREATIC ENZYME PRODUCTS

Pancreaze, Pertzye, ViokaceThe patienhas been started and stabilized on th
requested product. OR The patient has had treatment failure or documen
intolerance with both Creon and Zenpep.

PancreaZ® DR Capsule

Pertzy<.® DR Capsule
Viokace® DR Capsule

PARATHYROID AGENTS

Drisdol® (ergocalciferol) Non-preferred agents (except Natpara): The patient must have a documented
Hectoraf (doxercalciferol) side effect, allergy, or treatment failure to two preferred agents. If a produ
Natpara® (parathyroid hormone) (max dosage = has an AB rated generic, one trial must be the generic formulation
cartridges per 28 days) Natpara clinical criteria

Rayalde® (calcifediol ER) ANatpara: diagnosis of hypocalcemia secondary to hypoparathyroidis
RocaltroP (calcitriol) (but NOT acute posturgical hypoparathyroidism within 6 months
ZemplaP (paricalcitol) _ surgery)AND .

ANatpara PA form must be completed and clinical and lab documentz

suppliedAND

AMust be prescribed by an endocrinologistD
AMust be documented HALL of the following:
oHistory of hypoparathyroidism >18 montA&ID
oBiochemical evidence of hypocalcenfidlD
oConcomitant serum intact parathyroid hormone (PTH)
concentrations below thewer limit of the normal
laboratory reference range on 2 test dates at least 21 d:
apart within the past 12 montbAsND
ANo history of the following:
omutation in CaSR geneR
opseudohypoparathyroidis®R
oa condition with an increased risk of osteosarcéiN®
AHypocalcemia is not corrected by calcium supplements and preferre
active forms of vitamin D alonaND
APatientsmust be taking vitamin D metabolite/analog therapy with
calcitriol ©00.25 #A§D per day C
AMust be taking supplement al or
over and above normal dietary calcium inta¢D
ASerum cal ci um mucs to stastiag NatpaTANS mg
ASerum thyroid function tests and serum magnesium levels must be
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DOPAMINE PRECURSOR

CARBI DOPA/ LEVODOPAA @ro
CARBI DOPA/ LEVODOPAA ER

Sineme@CR) .
CARBI DOPA/ LEVODOPAA ODT

DOPAMINE AGONISTS (ORAL)
BROMOCRI PTI NEA (conpar
PRAMIPEXOLEA (compare to MirapeR)
ROPI NI ROLEA (cd®mpare to

DOPAMINE AGONISTS (TRANSDERMAL)

NeupréFD (rotigotine) transdermal patch

(Quantity Limit = 1 patch/day)

(2mg, 4 mg, 6 mg and 8 mg patches)

COMT INHIBITORS

COMTAN® (entacapone)

ENTACAPONEA (compBre to

MAO -B INHIBITORS
SELEGI LI NEA

OTHER

0! 2+). 3/
Rytary® (carbidopa/levodopa ER caps)

SinemeP* (carbidog/levodopa)
Sinemet C@*(carbidopa/levodopa ER)

Mirapex®* (pramipexole)

Mirapex EFRR (pramipexole ER)
QL =1 tab/day
Pramipexole ER (compare to MirapexBR

Requip@* (ropinirole)

Requip x1® (ropinirole XL)

QL =1 tab/day (all strengths excel® mg), QL =2
tabs/day (12 mg)

ropinirole XLA (®c)ompar e

QL =1 tab/day (all strengths except 12 mg), QL =2
tabs/day (12 mg)

Tasmaf® (tolcapone)
Tolcapone (compare to Tasn®ar

Azilect® (rasagiline) (QL = 1 mg/day)
Rasagilhe (compare to Azile} (QL = 1mg/day)
Xadag® (safinamide) (QL=1 tab/day)

Zelapa?FD (selegiline ODT)YQL = 2.5 mg/day)

Qu
w

within normal limitsAND

ADocumentation of creatinine clearance > 30 mL/min on two separatt
measurementOR creatinine clearance > 60 mL/min AND serum
creatinine <1.5 mg/dL

- %$) #! 4) /.3

Sinemet, Sinemet CR, Mirapex, Parlodel, RequipThe patient has had a
documented intolerance to the generic product.

Rytary: The patient has a diagnosis of

postencephalitic parkinsonism, or parkinsonism following intoxication from
carbon monoxide or manganese AND the prescriber is a neurologist AND
patient is having breakthrough symptoms despite a combination of concur
IR and ER formulations of carbidopa/levodopa

Azilect, rasagiline The di agnosis or indicatic
patient has had a documented side effect, allergyeatment failure with
selegiline. AND The dose requested does not exceed 1 mg/day

carbidopa/levodopa/entacapone The patient has had a documented intoleran
to brand Stalevo.

Mirapex ER, pramipexole ER, Requip XL, ropinirole XL: The diagnosis or
indicati on i s Parkinsonds disease.
Leg Syndrome (RLS) AND The patient has had an inadequate response (
wearing off effect or fAoffo ti me)
patient has not been able to liharent to a three times daily dosing schedul
of the immediate release product resulting in a significant clinical impact. ¢
If the requested product has an AB rated generic, the patient has a docun
intolerance to the generic product.

Tasmar, Tolcgpone: The di agnosis or indicati
The patient has had a documented side effect, allergy, or treatment failure
Comtan or entacapone. For approval of generic talcapone, the patient mu
have documented intolerance to braradmar.

Xadago:The di agnosis or indication i s
current therapy with levodopa/carbidopa AND The patient has had a
documented side effect, allergy, or treatment failure with selegiline. Note:
Xadago will no be appred for monotherapy.

Zelapar: The di agnosis or indication is
on

current therapy with levodopa/carbidopa. AND Medical necessity for
disintegrating tablet administration is provided (i.e. inability to swallow tabl
or drug interaction with oral selegiline). AND the dose requested does no
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AMANTADINE syrup exceed 2.5mg/day
AMANTADI NEA , tabletp sul es

(PA required for 10 day supply) Limitations: To prevent the use of amantadine in influenza
sTALEVO® (carbidopa/levodopa/entacapone) carbidopal/l evodopal/en t®)a ¢ treatment/prophylaxis, days supply < 10 days will require PA.

PHOSPHODIESTERASE (PDE-4) INHIBITORS

Daliresp® tablet (roflumilast) Daliresp: The indication for the requested medication is treatment to reduce
Quantity limit = 1 tablet/day risk of COPD exacerbations in patients with severe COPD associated witt

chronic bronchitis and a history of exacerbations. AND The patient has hi
Otezla® tablet (apremilast) documented side effect, allergyeatment failure, or a contraindication to at
(Starter pack Quantity limit = 27 tablets/14 days) least one inhaled loracting anticholinergic AND at least one inhaled long
(30 mg tabletd Quantity limit = 2 tablets/day) acting beteagonist AND at least one inhaled corticosteroid.

* Maximum daysd suppl y | Otezla: The patient has a diagnosis of psoriatic arthritis AND Thesptis 18
years of age or older AND The patient has had inadequate response to,
intolerance to, or contraindication to methotrexate.

PHOSPHODIESTERASE (PDE-5) INHIBITORS

Effective 7/1/06, phosphodiesterase-5 (PDE-5) inhibitors are no longer a covered benefit for all Vermont Pharmacy Programs for the treatment of erectile dysfunction. This change is
resultant from changes set into effect January 1, 2006 and as detailed in Section 1903 (i)(21)(K) of the Social Security Act (the Act), precluding Medicaid Federal Funding for outpatient
drugs used for the treatment of sexual or erectile dysfunction. Sildenafil will remain available for coverage via prior-authorization for the treatment of Pulmonary Arterial Hypertension.

SI LDENAFI L CI TRA T Tavaio®) c Adcirca® (tadalafil) (Quantity Limit = 2 tablets/day) Adcirca (tadalafil) 20 mg, Revaio (sildenafil citrgte) 20 mg CIinich diggnosis
tablet o Revatio® (sildenafil) Tabs Quantity Limit = 3 of pulmpnary hypertension AND No concomltan_t use of organic mtrgte
(Quantity Limit = 3 tablets/day) tablets/day) containing products ANPatient has a documentadolerance to generic
sildenafil

Revatio SuspensionClinical diagnosis of pulmonary hypertension AND medic
necessity for a liquid formulation is provided OR the patient is unable to
tolerate a 20mg dose.

Revatio® (sildenafil citrate) suspension
Revatio® (sildenafil citrate) vial
(QuantityLimit = 3 vials/day, maximum 14 days supp

per fill) - s i ) ) )
Revatio IV: Clinical diagnosis of pulmonatyypertension AND No concomitant
use of organic nitrateontaining products AND The patient has a requireme
for an injectable dosage form. AND Arrangements have been made for IV
bolus administration outside of an inpatient hospital setting.
PLATELET INHBITORS
AGGREGATION INHIBITORS PlaviX®”* 75 mg (clopidogrel bisulfate) Agrylin, Plavix: The patient has had a documented intolerance to the generic
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BRILINTA® (ticagrelor) TableQL = 2 tablets/day

CILOSTAZOL

CLOPI DOGRELA75 mg @)comp

EFFIENT® (prasugrel) TableL = 1 tablet/day

TICLOPI DI NEA ®formeriy

OTHER
AGGRENO)@ (dipyridamole/Aspiri

ANAGRELI DEA (cofipare
ASPI RI NA
DI PYRI DAMOLEA

All products require PA

t

o

Zontivity® (vorapaxar) TableDL = 1 tablet/day _formulation of the medication. .
Dipyridamole/Aspirin: The patient has had a documented intolerance to the

brand formulation bthe medication.

Durlaza:The patient is O 18 years of a
the risk of death and myocardial infarction (MI) in patients with chronic
coronary artery disease (history of MI, unstable angina pectoris, or chronic
stable angina) OR to reduce tligk of death and recurrent stroke in patients
who have had an ischemic stroke or transient ischemic attack AND the pa
is unable to use at least 4 preferred products, one of which must be enteri
coated aspirin.

Yosprala: The patient must be at ristrfdeveloping aspiriassociated gastric ulcers
(histw y of gastric ulcers or age O 6
side effect, allergy, or contrain:
omeprazole) used in combination with aspirin.

Zontivity: The patient is started and stabilized oa thedication. (Note: samples
are not considered adequate justification for stabilization.) OR The patient
a history of myocardial infarction (MI) or peripheral arterial disease (PAD)
AND The indication for use is reduction of thrombotic cardiovasceents.
AND The medication is being prescribed in combination with aspirin and/c
clopidogrel.

Limitations: Plavix/clopidogrel 300mg is not an outpatient dose and is not
covered in the pharmacy benefit.

Agrylin®* (anagrelide)

Dipyridamole/Aspirin (compare to Aggren@y
Durlaz# (asprin extendetelease) capsules
Yospral® (aspirin and omeprazole)

POSTHERPETIC NEURALGIA AGENTS

Gralise® (gabpentin) tablet, starter pack Gralise: The patient has a diagnosis of pbetpetic neuralgia (PHN) AND The

Quantity Limit = 3 tablets/day patient has had a documented side effect, allergy, contraindication or trea

(Maximum 30 day supply per fill) failure with at least one drug from the tricyclic antidepressant class. AND ~
patient has had an inadequate response to the generic gabapentin immed
release.

PSEUDOBULBAR AFFECT AGENTS

Nuedexta® capsules (dextromethorphaiiidine) Nuedexta: The patient must have a diagnosis of pseudobulbar affect (PBA) secc
Quantity limit = 2 capsules/day to a neurological condition AND the patient has had a trial and therapy failure
therapeutic dose with a tricyclic antidepsant (TCA) or an SSRI AND the patie
has documentation of a current EKG (within the past 3 months) without QT
prolongation AND initial authorizations will be approved for 6 months with a
baseline Center for Neurologic Studies Lability Scale (€SBquestionnaire
AND subsequent prior authorizations will be considered at 6 month intervals
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PSORIASIS

INJECTABLES (Initial approval is 3 months, renewals are 1 year)

Preferred Ater Clinical Criteria Are Met
COSENTYX® (secukinumab)

ENBREL® (etanercept)

Quantity limit = 8 syringes/28 days for the first 3
months; then 4

syringes/28 days(50 mg) or 8 syringes/28 days (25
subsequently

HUMIRA® (adalimumab)

Quantity limit = 4syringes/28 days for one month; 2
syringes/28

days subsequently

NON-BIOLOGICS

ORAL ‘
ACI TRETI NA ( c onf)eapsalest o
CYCL OS P OR(beNeEic) A

ME THOT RE X fgdngric)A

Inflectre® (inflix imab-dyyb) biosimilar to Remiae®

Remicade’ (infliximab)

Renflexi§ (infliximab-abda) biosimilar to Remicalle

Silig® (brodalumab) injection (Quantity limit = 6 ml (4
syringes) for the first month then 3 ml (syringes)/2¢
days subsequently)

Stelara” (ustekinumab)

(Quantity limit = 45 mg (0.5 ml) or 90 mg (1 ml) per
dose)(90mg dose only permitted if patient weight >
100kg)

(90 mg dose only permitted if pt weight > 1@ k

Taltz® (ixekizumab) Quantity limit = 3 syringes/28
days for the first month, 2 syringes/28 days montt
and 3 and 1 syringe/28 days subsequently)

Tremfy2® (guselkumab)Quantity limit = 2 syringes/28
days for the first month, then 1 syringe ever &¢sd
thereafter)

OxsoralerUltra® (methoxsalen)
Soriatan® (acitretin) capsules

documented efficacy as seen in an improvement in thelG\ifuestionnaire

Clinical Criteria:

For all drugs:

The prescription must be written by a dermatologistheumatologisAND The
patient has a documented diagnosis of moderate to severe plague psorias
has already been stabilized on the drug beingastgd OR The prescription
must be written by a dermatolog@strheumatologisAND The patient has a
documented diagnosis of moderate to severe plague psoriasis affecting >
of the body surface area (BSA) and/or has involvement of the palms, sole:
heal and neck, or genitalia and has had a documented side effect, allergy
inadequate treatment response, or treatment failure to at least 2 different
categories of therapy [i.e. at least 2 topical agents and at least 1 oral syste
agent, (unless otherwisentraindicated)] from the following categories:
Topical agents: emollients, keratolytics, corticosteroids, calcipotriene,
tazarotene, etc. Systemic agents: methotrexate, sulfasalazine, azathiopril
cyclosporine, tacrolimus, mycophenolate mofetil, etwtBtherapy:
ultraviolet A and topical psoralens (topical PUVA), ultraviolet A and oral
psoralens (systemic PUVA, narrow band ultraviolet B (NUVA), etc.

Additional Criteria for Cosentyx: The prescriber must provide evidence of a
trial and failure or cotraindication to Humira®Note: Cosentyx approvals for
300mg dose(s) must use A300DOSEO
syringes). Approval will not be granted for 2 separate 150mg packages.

Additional Criteria for Remicade, Silig, Stelara, Taltz, Tremfya: The
prescriber must provide a clinically valid reason why both Humira® and

Cosenty@cannot be used.
Note: Siliq is contraindicatedip at i ent s wi th Crohnos
Additional Criteria for Inflectra , Renflexis The prescriber must provide a
clinically valid reason why bimira®, Cosenty®, and Remicadecannot be
used.

Calcitrene, Dovonex, Oxsoralen Ultra, Soriatane:The patient has a
documented intolerande the gendc equivalent.

Tazarotene: The patient has a documented intolerance to brand Tazorac.

Enstilar, Taclonex or calcipotriene/betamethasone diproprionate Ointment or
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METHOXSALENA (compare to Oxsoraledltra®)

TOPICAL
CALCIPOTRENEA Cr eam,

TAZORAC® (tazarotene cream, gel)

Ointnm

ANTI COLINERGICS: INHALED

ATROVENT HFA® (ipratropium)

BEVESPI AEROSPHERE
(glycopyrrolate/formoterolRQuantity Linit = 3
inhalers/90days

SPIRIVA® HANDIHALER (tiotropium)
Quantity Limit = 1 capsule/day

IPRATROPIUM SOLN FOR INHALATION

IPRATROPIUM/ALBUTEROL A

Calcitren® (calcipotriene) ointment
calcitriol A (TQOimmeatr e t o
(Quantity Limit = 200 g (2 tubesyeek)

Calcipotriene/ bet amet ha ¢ Vectical Ointment, Calcitriol Ointment: T h e

Taclone>®) (QL for initial fill = 60 grams)
Dovonex creafh (calcipotriene)
Enstilar® (calcipotriene/betamethasone) foam
Sorilux® calcipotriene) foam
Taclonex™ (calcipotriene/betamethasone oietmtyscalp
suspension)
(QL for initial fill = 60 grams)
Tazarotene Cream

Vectical® Ointment (calcitriol)
(Quantity Limit = 200 g (2 tubes)/week)

Scalp SuspensionThe patient has had an inadequate response to a 24 mc
trial of a betarathasone dipropionate product and Dovonex (or generic
calcipotriene), simultaneously. AND The patient has had a documented si
effect, allergy, or treatment failure with Tazorac 0.05% or 0.1% cream or ¢
Note: If approved, initial fill of Taclonex® aralcipotriene/betamethasone
diproprionate will be limited to 60 grams.

patient O 18
The patient has a diagnosis of mitdmoderate plaque psoriasis AND The
patient has demonstrated ingdate response, adverse reaction or
contraindication to calcipotriene AND If the request is for brand Vectical,
patient has had a documented intolerance to the generic product.

Sorilux: The patient O 18 years of dge
plaque psoriasis AND The patient has demonstrated inadequate respon
intolerance to other dosage forms of calcipotriene (brand or generic)

Limitations: Kits with nondrug or combinations of 2 drug products are not
covered.

PULMONARY AGENTS

Incruse Ellipta® (umeclidinium bromidéRuantity
Limit= 1 inhaler/30 days)

Tudorz&® Pressair (aclidinium bromide)
Quantity Limit = 1 inhaler/30 days

Seebri Neohal&r(glycopyrrolate)

Spiriva® Respimat (tiotropium)

QL =1 inhaler/30days

Anoro® Ellipta (umeclidinium/vilanterol)
Quantity Limit = 1 inhaler (60 blisters)/30 days

Combiven®® Respimat(ipratropium/albuterol)
Quantity Limit = 1 inhaler (4 grams)/30 days
Stiolto® Respimattiotropium/olodaterolQuantity Limit

Anoro Ellipta/ Combivent Respimat/Stiolto RespimatUtibron Neohaler:
patient has a diagnosis of COPD (not FDA approved for asthma). AND
0 Mild-Moderate COPBfailure of individual and combination therapy of
one preferred Long Acting Beta Adrenergic (LABA) and a preferred L
Acting Anticholinergic OR
0 Severe COPBfailure of one preferred Inhaled Corticosteroid/LABA
combination product and the figered Long Acting Anticholinergic OR
o If a shortacting inhaler is desired, clinical justification must be provide
detailing why the patient cannot use a combination of Atrovent HFA a
the preferred albuterol formulation.
Note: Users of Combivent as 471/18 will be grandfathered until 4/1/18.

Incruse Ellipta/Seebri NeohalefTudorza: The patient has had documented sic
effect, allergy or treatment failure to Spiriva®

Spiriva Respimat: patient has a diagnosis of COPD and a compelling clinical
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ANTIHISTAMINES: INTRANASAL

ANTIHISTAMINES: 1 ST GENERATION

All generic antihistamines

All generic antihistamine/decongestant combination

ANTIHISTAMINES: 2 \° GENERATION

SINGLE AGENT TABLET

LORATADI NE A (OFT
ZI NEA OTC

CETI RI
tablets

&) Alager®) |

)G g 10mmg r

After loratadine OTC and cetirizine OTC trials

FEXOFENA2®INE A 60 mg, 1
)

(formerly Allegr

= 3 inhalers/ 90 days reasonwvhy they cannot use Spiriva Handihaler
Ut i br on E ®(heaoetemllglgcopyrrolate)
Quantity Limit = 1 inhaler (60 blisters) 30 days

SINGLE AGENT
ASTELIN, ASTEPRO, AZELASTINE, DYMISTA, OLOPATADINE,
Astelin® (azelastine) Nasal Spray

Quantity Limit = 1 bottle (30 ml)/30 days PATANASE: The diagnosis or indication for the requested medication is alle

Astepro® (azelastine 0.15 %) Nasal Spray rhinitis. AND The patient has had a documented side effect, allergy, or

Quantity Limit = 1 bottle (30 ml)/30 days treatment failure to loratadine (OTC) OR cetirizine (OTC) AND a preferred
nasa corticosteroid used in combination. AND If the request is for Astepro,
azelatine (compare to Astelin®) Nasal Spray patient has a documented intolerance to the generic equivalent.

Quantity Limit = 1 bottle (30 ml)/30 days

azelastine 0.15 % (compare to Astepro®) Nasal Spri:
Quantity Limit = 1 bottle (30 ml)/30 days

OlopatadineA0.6% (compare to Patanase®) Nasal
Spray
Quantity Limit = 1bottle (31 gm)/30 days

Patanase® (olopatadine 0.6%) Nasal Spray
Quantity Limit = 1 bottle (31 gm)/30 day
COMBO WITH CORTICOSTEROID

Dymista® (azelastine/fluticasone) Nasal Spray
Quantity Limit = 1 bottle (23 gm)/30 days

All brand antihistamines (example: Benadyl CRITERIA FOR APPROVAL: The prescriber must provide a clinically valid
reason for the use of the requésteedication including reasons why any of t
All brand antihistamine/decongestant combinations generically available products would not be a suitable alternative.

(example: Deconamine %Rynatalg? , Ryna12®)

Clarinex” (desloratadine) 5 mg tablet FEXOFENADINE 60MG/180 MG TABLETS: The diagnosis or indication for
desl oratadineA "f5mytapear e the requested edlication is allergic rhinitis or chronic idiopathic urticaria.
Levocetirizin e@‘) 5 (hgtabletp a r e AND The patient has had a documented side effect, allergy, or treatment 1
Xyzal® (levocetirizine) 5 mg tablet to loratadine (OTC) AND cetirizine (OTC).
CLARINEX TABLETS, DESLORATADINE TABLETS,

LEVOCETIRIZINE TABLETS, XYZAL TABLETS: The diagnosis or

indication for the requested medication is allergic rhinitis or chronic idiopal

urticaria AND The patient has had a documented side effect, allergy, or

All other brands
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COMBINATION WITH PSEUDOEPHEDRINE

LORATADINE/PSEUDOEPHEDRINE SR 12hr 5
mg/ 120 G A (0OTC)

(Alavert Allergy/Sinus”)

LORATADINE/PSEUDOEPHEDRINE SR 24hr 10
mg/ 240 MG A(OTC)

SINGLE AGENT ORAL LIQUID
(OTC)

RFyru

RX)

LORATADI NE A

CETIRI ZI NE A (OTC,

CHEWABLE/ORALLY DISINTEGRATING
TABLET

LORATADI NE A ( OT & aaed) |
rapidly disintegrating tablet (RDT) (compare to
Claritin®) 10 mg

BETA-ADRENERGIC AGENTS
METERED -DOSE INHALERS (SHORT-

ACTING)
PROAIR® HFA (albuterol)

PROVENTIL® HFA (albutero)

METERED -DOSE INHALERS (LONG -
ACTING) (Preferred after clinical criteria are
met)

SEREVENT® DISKUS (salmeterol xinafoate)

Cetirizinel/ Pseudoephedri

ClarinexD® 12 hr (desloratadine/pseudoephedrine 2.!

mg/120 mg)

Clarinex Syrup® (desloratadine)

Levocetirizine (compare to Xyz@) Solution
Xyzal™ (levocetirizine) Solution

Certiriz i n e OTC Chewable T

Clarinex Reditabs§ (desloratadine) 2.5 mg, 5

Desloratadine ODT (compare to Clarinex Redi 5
mg, 5 mg

All other brands

Ventolin® HFA (albuterol)
Xopene)@ HFA (levalbuteol)
ProAir® Respiclick (albuterol)

Arcapta® Neohaler (indacaterol)

treatment failure to loratadine (OTC) AND cetirizine (OTC) AND The patie
has had a documented side effect, allergy, or treatment failure to fexofena
AND If the request is for Clarinex or Xyzal, the patient must also have a
documented intolerance to the generic equivalent tablets.

CERTIRIZINE CHEWABLE TABLETS, CLARINEX RED ITABS,
DESLORATADINE ODT: The diagnosis or indication for the requested
medication is allergic rhinitis or chronic idiopathic urticaria AND The patier
has had a documented side effect, allergy, or treatment failure to loratadin
(OTC) rapidly disintegramg tablets or requires less than a 10 mg dose of
loratadine. AND If the request is for Clarinex Reditabs, the patient must a
have a documented intolerance to the generic equivalent tablets

CLARINEX SYRUP, LEVOCETIRIZINE SOLUTION, XYZAL
SOLUTION

ORAL LIQUID: The diagnosis or indication for the requested medication is
allergic rhinitis or chronic idiopathic urticaria AND the patient has had a
documented side effect, allergy, or treatment failure to loratadine syrup At
cetirizine syrup. AND If theaguest is for Xyzal, the patient must also have
documented intolerance to levocetirizine solution.

CETIRIZINE D, CLARINEX -D: The diagnosis or indication for the requeste
medication is allergic rhinitis. AND The patient has had a documented sid:
effect,allergy, or treatment failure to loratadie(OTC).

LIMITATIONS: Many Allegra® and Zyrtec® brand products as well as Clari
capsules are not covered as no Federal Rebate is offered. Fexofenadine
suspension not covered as no Federal Rebate is offered.
Fexofenadine/pseudoephedrine combination products) (brand and generi
not covered individual components may be prescribed separately.

ProAir ® Respiclick, Ventolin HFA, Xopenex HFA: documented side effect,
allergy, or treatment fire to BOTH preferred short acting metered dose inhal

Serevent The patient has a diagnosis of asthma and is prescribed an inhaled
corticosteroid (pharmacy claims will be evaluated to assess compliance w
long term controller therapy) OR the pati@ias a diagnosis of COPD.

Arcapta, Striverdi: The patient has a diagnosis of COPD (not FDA approved
asthma). AND The patient has a documented side effect, allergy, or treatn
failure to Serevent.

Levalbuterol, Xopenex nebulizer solution (age > 1gears): The patient must
have had a documented side effect, allergy, or treatment failure to albuter:
nebulizer. AND for approval dirand Xopenexthe patient must have had a
documented intolerance to tgeneric.
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Quantity Limit = 60 blisters/30 days

NEBULIZER SOLUTIONS (SHORT -ACTING)

AL BUTE R @b solation (all strengths)
LEVALBUTEROLn eb sol uti on (

NEBULIZER SOLUTIONS (LONG -ACTING)

All products require a PA
TABLETS/SYRUP (SHORT-ACTING)

ALBUTEROL A tablets/ sy

TABLETS (LONG -ACTING)
ALBUTEROL ER A tablets

CORTICOSTEROIDS/COMBINATIONS: INHALED

METERED DOSE INHALERS (SINGLE
AGENT)

FLOVENT® DISKUS (fluticasone propionate)
(QL = 3 inhalers/90 days)

FLOVENT® HFA (fluticasone propionate)
(QL =36 gm(3 inhalers)/90 days)

PULMICORT FLEXHALER® (budesonide)

(QL =6 inhalers/90 days)

METERED DOSE INHALERS (COMB INATION
PRODUCT)

ADVAIR® HFA (fluticasone/salmeterol)

(QL = 36 gm (3 inhalers)/90 days)
ADVAIR® DIskus (fluticasone/salmeterol)
(QL = 3 inhalers/90 days)

DULERA® (mometasone/formoterol)
(QL =39 gm (3 inhalers)/90 days)

SYMBICORT® (budesonide/formterol)
(QL = 30.6 gm (3 inhalers)/90 days)

Quantity Limit = 1 capsule/day Xopenex (age <12 years)the patienmust have a documented intolerance to
generic levalbuterol nebulizer solution

Striverdi Respimat® (olodaterol) Brovana or Perforomist Nebulizer Solution: The patient must have a diagnosi
of COPD. AND The patient must be unable to use amedulized longacting
Leval buterol A neb s@) (age t bronchodilator or aitholinergic (Serevent or Spiriva) due to a physical
> 12 yeary limitation
Xopene@ neb solutior(all ages) Metaproterenol tablets/syrup: The patient has had a documented side effect,

allergy or treatment failure with generic albuterol tablets/syrup.
Terbutaline tablets: The medication is not iy prescribed for the
prevention/treatment of preterm labor.

Brovan® (arformoterol) QL = 2 vial/day Vospire ER tablets: The patient must have had a documented side effect,
Perforomist® (formoterol)QL = 2 vial/day allergy, or treatment failure to generic albuterol ER tablets.

met aproterenol tablets/s

terbutaline tablets A

Vospire EFP+ (albuterol)

Aerospaﬁo (flunisolide HFA) Metered-dose inhalers (single agent)The patient has liea documented side
(QL = 6 inhalers (53.4 gm)/90 days) effect, allergy, or treatment failure to at lease preferred agent

Alvescd® (ciclesonide)

(QL = 18.3 gm (3 inhalers)/90 daysBQ mcg/inh) AirDuo Respiclick, Breo Ellipta, Fluticasone SalmeterolThe patient has had a
(QL =36.6 gm (6 inhalers)/90 days)) (160 mcg/inh) documented side effect, allergy, or treatnfaiitire to any2 of the following:

Advair, Dulerg or Symbicort.
Arnuity Ellipta 100 or 200mcg/inh (fluticasone furoate Budesonide Inh Suspension (all ages)fhe patient requires a nebulizer

(QL= 90 blisters/90 days) formulation. AND The patient has a documented intolerance to the brand
Asmanef® (mometasone furoate(=3 inhalers/90 product.

days) Pulmicort Respules (age > 12 years)The patient requires a nebulizer
Qvar® 40 mcg/inh (beclomethasone) formulation.

(QL =17.4 gm (2 ihalers)/90 days)

Qval® 80 mcg/inh (beclomethasone)
(QL =58.4 gm (6 inhalers)/90 days)

AirDuo Respiclicl® (fluticasonesalmeterolJL=3
inhalers/90 days)

Breo EIIipta® (fluticasone furoate/vilanterol)

(QL =180 blisters(3 inhalers)/90 days)

Fluticasone/salmeterol (comopare to AirDuo
Respiclic®) QL=3 inhalers/90 day}s
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NEBULIZER SOLUTIONS

PULMICORT RESPULE@( budesoni de
yrs)
CORTICOSTEROIDS: INTRANASAL

SINGLE AGENT

FLUTI CASONE Propiona®es?
QL =16 gm (1 inhaler)/30 days

OMNARIS® (ciclesonide)
QL =12.5 gm (1 inhaler)/30 days

ZETONNA® (ciclesonide)
QL = 6.1 gm (1 inhaler)/30 days

LEUKOTRIENE MODIFIERS

Preferred After Clinical Criteria Are Met

MONTELUKAST SODI UMA (c
Singulair®) tablets§

MONTELUKAST SODI UMA (c:
Singulair®) chewsg 4mg for agess2 5mg for
age 614

MONTELUKAST SODI UMA (c:
Singulair®) granules§ ages 6mori23months

Budesonide Inh Suspension (compare to Pulmicort
Respule@) (all ages)
Pulmicort Respules (budesonide) (age > 12 years)

Beconase A (beclomethasone)

QL =50 gm (2 inhalers)/30 days

budesoni de A (com(%)are t o
QL =8.6 gm (1 inhaler)/30 days

Flonas®* (fluticasone propionate)

QL =16 gm (1 inhaler)/30 days
flunisolide A 25 m®g/spr
QL = 50 ml(2 inhalers)/30 days ®
flunisolideA 29 mcg/ spra

Beconase AQ, Budesonide, Flonase, Flunisolide 25 mcg/spray, Flunisolide 2
mcg/spray, Nasonex, QNASL, Rhinocort Aqua, triamcinolone, Veramyst:
The patient has had a documentec sffect, allergy, or treatment failure of
two preferred nasal glucocorticoids. If the request is for Rhinocort Aqua®
patient has also had a documented intolerance to the generic equivalent.

Dymista: The diagnosis or indication is allergic rhinithiND The patient has hau

a documented side effect, allergy, or treatment failure to loratadine (OTC) OF

QL =50 ml (2 inhalers)/30 days cetirizine (OTC) AND a preferred nasal corticosteroid used in combination.
QL = 16.5 gm (1 inhaler)/30 days Limitations: Nasacort Allergy OTC not covered as no Federal Rebate is affe
N ASONEX® (mometasone) Nasacort AQ RX available after PA obtained.

QL =17 gm (1 inhaler)/30 days
QNASL® (beclomethasone diproprionate) HFA
QL =8.7 gm (1 inhaler)/30 days

Rhinocort AqugD (budesonide)

QL =8.6 gm (1 inhaler)/30 days
triamcinolone A (®()ompar e
QL =16.5 gm (1 inhaler)/30 days

Veramys@ (fluticasone furoate)

QL =10 gm (1 inhaler)/30 days

COMBINATION WITH ANTIHIS _TAMINE

Dymista" (azelastine/fluticasone)

QL =23 gm (1 inhaler)/30 days

Montelukast:
1 The diagnosis or indication for the requested medication is asthma.
1 The diagnosis or indication féihe requested medication is allergic

Accolaté® (zafirlukast)§
Quantity Limit = 2 tablets/day

Singulair® (montelukast sodiung tablets, chew tabs,

granules rhinitis. The patient has had a documented side effect, allergy, or
Quantity Limit = 1 tablet or packet per day treatment failure to a second generation-sedating antihistamine
zafirlukast (compare to Accolaté § and a nasal corticosteroid.
Zyflo (zileuton) 1 The diagnosis or indication for the requested meiticas urticaria. The

Quantity Limit = 2 tablets/day
Zyflo CR™ (zileuton SR)
Quantity Limit = 4 tablets/day

patient has had a documented side effect, allergy, or treatment fe
to at least TWO preferred 2nd generation antihistamines (i.e.
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SYNAGIS

SYNAGIS® (palivizumab)
Quantity Limit = 1 vial/month (50 mg) or 2 vials/mont
(100 mg)

loratadine (OTC), cetirizine (OTC), fexofenadine).

1 If the request is for brand Singulair tabletsew tablets or granules; the
patient has a documented intolerance to the generic equivalent
montelukast preparation.

Zafirlukast, Accolate: The diagnosis or indication for the requested medicatio
asthma. AND If the request is for Accolate, the patiers a documented
intolerance to generic zafirlukast.

Zyflo/zyflo CR: The diagnosis or indication for the requested medication is
asthma. AND The patient has had a documented side effect, allergy, or
treatment failure to Accolate or Singulair/Montelukas

Montelukast chewable and granulesWill only be approved for appropriate
FDA approved age and indications.

CRITERIA FOR APPROVAL:

l'nfants born at 28 weeks of gesta
under twelve months of age at the start of the RSV season (maximum 5 d

[1 Infants born at 282 weeks (i.e., between 29 weeks, 0 days and 31 weeks,
days) of gestatioand under 1 year of age at the start of the RSV season w
develop chronic lung disease of prematurity defined as a requirement for :
oxygen for at least the first 28 days after birth (maximum 5 doses).

[1 Children under 24 months of age with chroniedudisease of prematurity
defined as born at 31 weeks, 6 days or less who required >21% oxygen fc
least the first 28 days after birth and continue to require medical support
(chronic corticosteroid therapy, diuretic therapy, or supplemental oxyger
during the émonth period before the start of the second RSV season
(maximum 5 doses).

[1 Children under 12 months of age with hemodynamically significant congen
heart disease (CHD) (dosing continues in the RSV season through the en
the month the infant reaches 12 months-oidximum 5 doses): Acyanotic
heart disease and receiving riwadion to control congestive heart failure and
will require cardiac surgical procedures, Moderate to severe pulmonary
hypertension , Cyanotic heart disease and recommended for Synagis ther
Pediatric Cardiologist

[ Infants under 12 months of age wélther: (dosing continues in the RSV seas
through the end of the month the infant reaches 12 monthsakimum 5
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ENDOTHELAN RECEPTOR ANTAGON ISTS

TRACLEER® (bosentan) Tablet
Quantity Limit = 2 tablets/day

PROSTACYCLIN AGONISTS
Injection

EPOPROSTENOIA( compare to Flold#)

REMODULIN® (treprostinil sodium injection)
VELETRI™ (epoprostinil)

Inhalation®
TYVASO g)reprostinil inhalatn solution)
VENTAVIS™ (iloprost inhalation solution)

doses) Congenital abnormalities of the airways that impairs the ability to «
secretions from the upper airway because of ineffectwgh, Neuromuscular
condition that impairs the ability to clear secretions from the upper airway
because of ineffective cough

[ Infants and children less than 24 months of age who will undergo a heart
transplant during the RSV season

[l Infants and children less than 24 months of age who are profoundly
immunocompromised during the RSV season (e.g. undergoing organ or s
cell transplant or receiving chemotherapy).

EXCLUDED FROM APPROVAL:

[l Infants and children with hemodynamically insignificant heart disease.

[l Infants with cardiac lesions adequately corrected by surgery, unless they
continue to require medication for congestieatt failure.

[1 Infants with mild cardiomyopathy who are not receiving medical therapy.

[1 Breakthrough hospitalization for RSV disease (Synagis therapy should be
discontinued for the season once hospitalization for RSV has occurred).

[l Infants and childen with Down syndrome unless other indications above are
present.

[l Infants and children with cystic fibrosis unless other specific conditions are
present

This drug must be obtained and billed through our specialty pharmacy vendo
Synagis, Wilcox Homénfusion, and processed through the DVHA POS
prescription processing system using NDC values. Under no circumstanc
will claims processed through the medical benefit be accepted.

PULMONARY ARTERIAL HYPERTENSION MEDICATIONS

Letairis® (ambrisentan) Tablet
Qua%gity Limit = one talet/day

Opsumit” (macitentan) Tablet
Quantity Limit = one tablet/day

®*
Flolan™ (epoprostenol)

Adempas: The patient has a diagnosis of pulmonary arterial hypertension (P,
WHO Group | with New York Heart Association (NYHA) Functional Class
or lll. OR The ptient has a diagnosis of chronic thromboembolic pulmonar
hypertension (CTEPH, WHO Group 4) AND the patient has persistent or
recurrent disease after surgical treatment (e.g., pulmonary endarterectom:
has CTEPH that is inoperable AND The patient iyd&s of age or older
AND The patient will not use Adempas concomitantly with the following:
Nitrates or nitric oxide donors (such as amyl nitrate) in any form.
Phosphodiesterase (PDE) inhibitors, including specific BDhibitors (such
as sildenafil, adalafil, or vardenafil) or neepecific PDE inhibitors (such as
dipyridamole or theophylline) AND The patient is not pregnant AND Femg
patients are enrolled in the Adempas REMS Program

Flolan: Clinical diagnosis of pulmonary hypertension AND The pdtleas had a
documented intolerance to the generic epoprostenol.
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Oral ®
ORENITRAM™ (treprostinil) ER Tablet

sGC STIMULATOR
All products require a PA

*Maximum days supply for all drugs is 30 days**

CALCI UM ACETATE A (®om
capsule

CALCI UM ACETATE A (@ytabletp
RENAGEL® (sevelamer)

RENVELA® (sevelamer carbonate) tablets
ORAL SOLUTIONS
PHOSLYRA® (calcium acetate) oral solution

DOPAMINE AGONISTS (ORAL)

PRAMIPEXOLEA(compare to MirapeY)
ROPI NI ROLEA (cd®mpare to

DOPAMINE AGONI STS (TRANSDERMAL)
NEUPRO” (rotigotine) transdermal patch
(Quantity Limit = 1 patch/day)

(Img, 2 mg and 3 mg patches ONLY)

Letairis, Opsumit: Patient has a diagnosis of PAH WHO Group 1 with NYHA
Functional Class Il or Il AND Patient is not pregnant AND Female patier
have been enrolled in the REMS ProgrAND the patient has a documented
side effect, allergy, or treatment failure with Tracleer.
Uptravi: The patient has a diagnosis of pulmonary arterial hypertension (PAH) \
Group | with New York Heart Association (NYHA) Functional Class Il or llI
Uptravi® (selexipag) tablets heart failue AND the patient is unable to tolerate or has failed 2 different prefi
200mcg strengthQL = 140 tablets/30 days for the medications , one of which must be Orenitram
first 2 months then 2 tablets/day subsequently
All other stremths, QL = 2 tablets/day

Adempa@ (riociguat) Tablets
Quantity Limit = 3 tablets/day

RENAL DISEASE: PHOSPHATE BINDERS

Auryxia® (ferric citrate)(QL= 12/day) Ellphog: The patient mustdve a documented intolerance to the generic equiv:
Eliphos® (calcium acetate) tablet calcium acetate tablet or capsule.
FosrendP (lanthanum carbonate) Renvela Oral Suspension PackeSevelamer PacketThe patient has a

Renveld (sevelamer carbmate) Oral Suspension Pack  fequirement for a liquid dosage form.

(QL = 2 packs/day (0.8 g strength only) Fosrenol, Velphoro Chew Tablet/Auryxia Tablet: The pati@t must have a
sevelamer carbonate Oral Suspension Packet (compe documented side effect, allergy, or inadequate response to one preferred
to Renvela®) phosphate binder.

(QL = 2 packs/day (0.8 g strength only)
VeIphoro® (sucroferric oxyhydroxide) Chew Tablet

RESTLESS LEG SYNDROME MEDICATIONS

Mirap_e* (pramipexole) Mirapex, Requip: The patient has had a documented intolerance to the genel
Requip™* (ropinirole) product.

Horizant: The patient has a diagnosis of restless legs syndrome (RLS). ANC
patient has had a documented sffect, allergy, contraindication or treatmer
failure to two preferred dopamine agonists (pramipexole IR, ropinirole IR,
Neupro) AND gabapentin IR.imitations: Requests for Mirapex ER and

Requip XL will not be approved for Restless Leg Syndrome (RLS).
Horizan® (gabapentinmacarbil) ER Tablet
(Quantity Limit = 1 tablet/day)
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GAMMA -AMINOBUTYRIC ACID ANALOG
GABAPENTIN IR

RHEUMATOID, JUVENILE & PSORIATIC ARTHRITIS:

Preferred After Clinical Criteria Are Met

Injectable

ENBREL® (etanercept)

(Quantity limit = 4 syringes/28 days(50 mg) and 8
syringes/28 days (25

mg))

HUMIRA® (adalimumab)
(Quartity limit = 4 syringes/28 days)

Oral
All products require PA.

Actemra@ (tocilizumab) Intravenous Infusion

(Qty limit = 4 vials/28 days (80 mg vial), 3 vials/28 day

(200 mg vial) or 2
vials/28 days (400 mg vial))
Actemrd® (tocilizumab) Subcutaneous
(Qty limit = 4 prefilled syringes (3.6ml)/28 days)
Cimzia™ (certolizumab pegol)
(Quantity limit = 1 kit/28 days)

Inflectra® (Infliximab-dyyb) biosimilar to Remicade
Kevzar® (sarilumab) Quantity limit = 2 syringes/28

Klneret@ (anakinra)

(Quantity limit = 1 syringe/day)

Orencia” (abatacept) Subcutaneous Injection
Quant%s limit = 4 syringes/28 days)

Orencia’ (abatacept) Intravenous Infusion
Remicadg’ (infliximab)

Renflexis (Infliximab-abda) biosimilar to Remicadl
Simpon¥~ (golimumab) Subcutaneous

Qty Limit = 1 of 50 mg prefilled syringe or
autoinjector/28 days)

Simponi Aria~ (golimumab) 50 mg/4 ml Vial for
Intravenous Infusion

Stelara” (ustekinumab)

(Quantity limit = 45 mg (0.5 ml) or 90 mg (1 ml) per
dose)

(90 mg dose only permitted for pt weight > 100 kg)

XelianZ” (tofacitinib) tablet

(Qty limit = 2 tablets/day)

Maximum 30 days supply

XeljanZ® XR (tofacitinib) tablet Qty limit =
1ltablet/day)

IMMUNOMODULATORS

Clinical Criteria for all drugs: Patient has a diagnesof rheumatoid arthritis
(RA), juvenile idiopathic arthritis* or psoriatic arthritis and has already bee
stabilized on the drug being requested OR Diagnosis is RA, juvenile idiog
arthritis or psoriatic arthritis, and methotrexate therapy resuitad adverse
effect, allergic reaction, inadequate response, or treatment failure. If
methotrexate is contraindicated, another DMARD should be tried prior to
approving therapy. Other DMARDs include leflunomide, sulfasalazine, gol
antimalarials, minocyatie, Dpenicillamine, azathioprine, cyclophosphamide
and cyclosporine. Additional note for Humira: Approval should be granted
cases where patients have been treated with infliximab, but have lost resg
to therapy.

Actemra, Cimzia, Kevzara, RemicadeSimponi (subcutaneous), and Stelara
additional criteria: The prescriber must provide clinically valid reason why
both Humira and Enbrel cannot be used.

Inflectra, Renflexisadditional criteria: The prescriber must provide a clinically
valid reason why bothlumira and Enbrel cannot be used AND the patient
must be unable to use Remicade.

Simponi Aria additional criteria : The patient has not responded adequately
Simponi subcutaneous. AND The prescriber must provide a clinically valit
reason why both Huima and Enbrel cannot be used.

Kineret, Orencia additional criteria: Note: Kineretor Orenciamay be used as
monotherapy or concomitantly with DMARDS, other than TNF antagonists
Kineretor Orenciashould not be administered concomitantly with any TNF
antagonists (i.e. Enbrel, Humira, or Remicade). AND The prescriber must
provide a clinically valid reason why both Humira and Enbrel cannot be u:

Xeljanz, Xeljanz XR additional criteria The pati ent must
AND The prescriber must pvale a clinically valid reason why both Humira
and Enbrel cannot be used. For approval of Xeljanz XR, patient has not bs
able to tolerate or adhere to twice daily dosing of immediate release Xelja
resulting in significant clinical impact.

Note: Patients with systemic juvenile arthritis (SJRA/SJIA) and feverare not
required to have a trial of a DMARD, including methotrexate. Patients with
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PILOCARPINE (compare to Salagen®)
CEVIMELINEA (compare to Evoxac®)
EVOXAC® (cevimeline)

BENZODIAZEPINE

ESTAZOLAMA (confare to
TEMAZEPAMA 15 mg, 30 %9

NON BENZODIAZEPINE, NON BARBITURATE

ZOLPI DEM A ( c o mpQuargity t o
Limit = 1 tab/day)

ZALEPLON A (compare t:

(Quantity Limit = 1 cap/day (5 mg) or 2 caps/day (:
mg))

systemic juvenile arthritis without fever should have a trial of methotrexate
a trial of another DMARD in thease of a contraindication to methotrexate i
not required before Enbrel, Humira, Actemra, or Orencia is approved. *
Patients with psoriatic arthritis with a documented diagnosis of active axia
involvement should have a trial of NSAID therapy, but d wigh DMARD is
not required before a TNBlocker is approved. If no active axial skeletal
involvement, then an NSAID trial and a DMARD trial are required (unless
otherwise contraindicated) prior to receiving Humira, Enbrel, Remicade,
Cimzia, Stelara origponi

SILIVA STIMULANTS

Salagen: The patient has had a documented side effect, allergy, or treatmen

salagef®* (pilocarpine
9 p pine) failure to generic pilocarpine

SEDATIVE/HYPNOTICS

®
Doral™ (quazepam) Criteria for Approval: The patient has had a documented side effect, allergy

flurazepamA (%ormerly Da teatment faiure with two preferred benzodiazepine sedative/hypnotics. I

O
Halciorl (triazolam) product has an AB rated meric, one trial must be the generic.
Prosont * (estazolam)

Restorif®* (temazepam)
t e ma z e pragyPR.5 Mg (Gmpare to Rest%l
triazol amA (c@)mpare to F

Ambien™> (zolpidem)(Quantity Limit = 1 tab/day)  Ambien: The patient has had a documented intolerance to generic zolpidem.
Ambien § (zolpidem) (Qua_ntlty L!m_'t = 1 tab/day) Ambien CR, Belsomra, Lunesta, eszopiohe, Zolpidem CR:The patient has
Belsomra” (suvorexant)Quantity Limit = 1 tab/day) . . . .
had a documented side effect, allergy or treatment failure to generic zolpic

Edluaf® (zolpidem) sublingual tabléQuantity Limit = 1 If the request is for brand Ambien CR, there has also been a documented

tab/day) intolerance to the generic. Belsomra will be available to the fewrgativho
eszopicloneA (®gompare to areunable to tolerate or who have failed on preferred medications.
(QuantityLimit = 1 tab/day) Edluar: The patient has a medical necessity for a disintegrating tablet formul
Intermezz& (zolpidem) Sublingual TabléQuantity (i.e. swallowing disorder)ntermezzo: The patient has insomnia

Limit = 1 tab/day) characterized by middlef-the night awakening followed by difficulty

Lunesta  (eszopiclone) (Qua}ntity L.imit = 1 tab/day) returning to sleep AND The patient has had a documented inadequate res
Rozereqt (ramelteon)Quantity Limit = 1 tab/day) ¢ loidem IR AND zalepl
Silenor~ (doxepin)(Quantity limit = 1 tab/day) 0 zolpidem zalepion.
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Sonat®” (zaleplon)(Quantity Limit = 1 cap/day (5 mg, Rozerem: The patient has had a documented side effect, allergy, contraindic

or 2 caps/day (10 mg))
Zol pi dem CRA

Limit = 1 tab/day)

(c o%p@uanﬁiy t o

or treatment failure to genic zolpidem. OR There is a question of substanc
abuse with the patient or family of the patient. Note: If approved, initial fill
Rozerem will be limited to a 14 day supply.

Silenor: The patient has had a documented side effect, alleogyraindication or
treatment failure to generic zolpidem AND The patient has had a documer
intolerance with generic doxepin or there is another clinically valid reason
a generic doxepin (capsule or oral solution) cannot be used.

Sonata: The patiat has had a documented intolerance to generic zaleplon

SMOKING CESSATION THERAPIES
NICOTINE REPLACEMENT: maximum duration is 16 weeks (2 x 8 weeks)/365 days for nomreferred. For approval of therapy beyond the established maximum duration, the

prescriber must provide evidence that the patient is engaged in a smoking cessation counseling program.

NI COTI NE GUMA NicodermC@Patc@

NI COTI NE PATCH OTCA Nicorette Gu i
nicotine lozengeA

NICORETTE LOZENGE®

Nicotrol InhalefFD

ORAL THERAPY Nicotrol Nasal Spra@

BUPROPI ON SRA (c®mpare

® .
CHANTIX® (varenicline) (Limited to 18 years and Zyban * (bupropion SR)

older, Quantity Limit = 2 tabs/day, max duration
24 weeks (2x12 weeks )/365 days)

(maximum duration 24 weeks (2 x 12 weeks)/365 day

Nicoderm CQ patch: The patient has had a documented intolerance to generi
nicotine patch.

Nicorette gum: The patient has had a documented intolerance to generic nicc
gum.

nicotine lozengeThe patient has had a documented side effect or allergy to
Nicorette lozenge

Nicotrol Inhaler: The patient has had a documented treatment failure with BC
generic nicotine patch and generic nicotine gum.

Nicotrol Nasal Spray: The prescribr must provide a clinically valid reason for

the use of the requested medication.

Zyban: The patient has had a documented intolerance to generic bupropion

*Smoking Cessation Counseling is encouraged with the use of smoking cess
therapies*

*The combined prescribing of long acting (patch) and faster acting (gum or
lozenge) nicotine replacement therapy is encouraged for greater likelihooc
quit success.

Vermont QUIT LINE (available free to all patients}800-QUIT-NOW (1-800
784-8669)

GE T QU | Support Plan available free to all Chantix® patien&7¥-
CHANTIX (242-6849)

Limitations: Nicotine System Kit® not coverddprescribe multiple strengths
separately

TESTOSTERONE: TOPICAL

Nasal

Natest® (testosterone) nasal (QL = 1 pump/30 days Natesto: The patient has had a documented side effect, allergy, or treatment

failure to AndroGéP Geland Androderm
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Topical
ANDRODERM® Transdermal 2mg, 4 mg

(testosterone patch)
Quantity limit = 1 patch/day/strength

ANDROGEL® GEL (testosterone 1% gplckets)
Quantity limit = 2.5 gm packet (1 packet/day)
5 gm packet (2 packets/day)
ANDROGEL® GEL (testosterone 1.62% gel
packets)
Quantity limit = 1.25 gm packet (1.62%) (1
packet/day)
2.5 gm packet (1.62%) (2 packets/day)

ANDROGEL® PUMP (testosterone pump bottles)
Quantity limit = 1.62% (2 bottles/30 days)

Oral
Methitest (methyltesterone) Tablet 10mg

Axiron (testosterone 2% solution) 90 ml Pump Bottle
Quantity limit = 2 bottles/30 days

Fortest® (testosterne 2 % Gel) 60 gm Pump Bottle

Quantity limit = 2 bottles/30 days

Testin®® Gel 5 gm (testosterone 1% gel tube)

Quantity limit = 2 tubes/day

Testosterone 1% Gel Packets (compare to Andtpgel
Vogelxd®)

Quantity Limit = 2.5gm packet (1 packet/day)

Quantity Limit= 5gm packet (2 packets/day)

Testosterone 1% gel tube (compare to Té@t@el 5gm,

Vogelxo®,

Androgei@)

Quantity limit = 2 tubes/day

TestosteroneA
Vogelxo®)

Quantity limit = 4 bottles/30 days
Testosteroge 2%el 60 gm pump bottle (compare to
)

Axiron, Fortesta, Testim Testosterone Gel 1%, Testosterone Gel 2 %The
patient has had documented side effect, allergy, or treatment failure to
Androgel and Androderm.

Android, Striant, Methyltesterone, Testred: patient has a documented side
effect, allergy, or treatment failure to Methitest

Limitations: Coverage of testosterone produsttimited to males.

1% Gel ®ur

Fortest
Quantity limit = 2 bottles/30 days
Vogelxo~ 1% (testosterone 1%) gel, pump
Quantity limit = 2 tubes/day (5 gm gel tubes)
Quantity limit = 4 bottles/30 days (gel pump bottle)

Android (methyltestoteroneppsule 10mg
Methyltestosterone capsule 10mg

Strianf Sr (testosterone) 30mg

Testred (methyltestosterone) capsule 10mg

*Maximum day supply all products is 30 days*
THROMBOPOIETIN RECEPTOR AGONISTS

FOR APPROVAL: The patient is at least 18 years of age. AND The diagno
or indication is chronic immune (idiopathic) thrombocytopenippra
(I'TP). AND The patientds platelet
or the patient is actively bleeding. AND The patient has had a documentec
effect, allergy, treatment failure or a contraindication to therapy with
corticosteroids. OR'he patient has a documented insufficient response
following splenectomy.

Nplate® (romiplostim)

Promacta® (eltrombopag)

118



SHORT-ACTING AGENTS
OXYBUTYNI NA

LONG-ACTING AGENTS
(Qty Limit = 1 per day)

OXYBUTYNIN XL A(compare to Ditropa@ XL)
TovIAZ® (fesoteroding

Transdermal/Topical
All products require PA

BETA-3 ADRENERGIC AGONISTS
All products require PA

CLINDAMYCIN

CLEOCIN® Vaginal Ovules (clindamycin vaginal

suppositories)

CLINDAMYCIN VAGINAL A(clindamycin vaginal

cream 2%)
CLINDESSE® (clindamycin vaginal cream 2%)

METRONIDAZOLE

METRONI DAZOLE VAGI NAL

URINARY ANTISPASMODICS

Fl avoxate A
Detrof® (tolterodine)
tolterodiqef\(compare to Detr@)
trospiumA

Detrol LA® (tolterodine SR)

Ditropan x1® (oxybutynin XL)

Enable® (darifenacin)
tolterodine SR (compare to Detrol L@)

trospium ERA
Vesicar® (solifenacin)

Gelnique 30}? (oxybutynin topical gel)

(Qty limit = 1 pump bottle (92gm)per 30 days)

Gelnique 109% (oxybutynin topical gel)

(Qty limit = 1 sachet/day)

Oxytrol® (oxybutinin transdermal)Qty Limit = 8
patches/28 days)

Myrbetriq® (mirabegron) ER Tablet
(Qty limit = 1 tablet/day)

Please note: Patients <21 years of age are exempt from all ORAL
ANTIMUSCARINIC Urinary Antispasmodics PA requirements

Detrol, Detrol LA, Ditropan XL, Enablex, tolterodine (generic), tolterodine
SR (generic), trospium (generic), trospium ER (generi¢Mesicare The
patient has had a documented side effect, allergy, or treatment failurenitt
preferred longacting agent. If a edication has an AB rated generic, there
must have also been a trial of the generic formulation.

Gelnique 3%, 10%, Oxytrol: The patient is unable to swallow a solid oral
formulation (e.g. patients with dysphagia) OR The patient is unable to be
compliant with solid oral dosage forms.

Myrbetrig: The patient has had a documented side effect, allergy, treatment
failure, or contraindication with one preferred leagfing urinary
antimuscarinic agent.

Limitations: Oxytrol (for Women) OTC not covered. OxgtiRX is available but
subject to prior authorization.

VAGINAL ANTHNFECTIVES

Cleocir® (clindamycin vaginal cream 2%)

Metrogel Vagine@* (metronidazole vaginal gel

0.75%)

Nuvessa Vagin@ (metronidazole vaginal gel 1.3%) (

prefilled applicator/30 days)

Cleocin: The patient has had a documented side effect, allergy, or treatment
failure toapreferred clindamycin vaginal cream

Metrogel Vaginal, Nuvessa Vaginal: The patient has haddmcumented side
effect, allergy, or treatment failure to generic metronidazole vaginal gel 0."
or Vandazole.
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VANDAZOLEA (metronidazo

COMPLETE NATAL DHA
CONCEPT OB
CONCEPT DHA

INATAL ULTRA
NIVA-PLUS

O-CAL-FA

O-CAL PRENATAL

PNV

PRENATAL PLUS IRON
PRENATAL VITAMINS PLUS
PREPLUS

PRETAB

TRINATAL GT
TRINATAL RX 1
VIRT-VITE-GT
VIRT-ADVANCE
VOL-NATE

VOL-PLUS

All others

VITAMINS: PRENATAL MULTIVITAMINS

All Non-Preferred: The prescriber must provide a clinically valid reason for tF
use of the requested medication includingsmns why any of the preferred

products would not be a suitable alternative.
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